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De Rebus Medicis Et Politicis 


By RosBertT B. HOMAN, JR., M. D., EL Paso, TEXAS 


Member of the House of Delegates of the American Medical Association 


There Is A Consequence 


There is an old adage which declares that 
“For every act there is a consequence.” No 
expression could be more logical or more 
briefly stated, no truth has caused more 
happiness or more unhappines, as the case 
may be, than this simple axiom of cause and 
effect—act and consequence. Life would 
be much more simple if we could know in 
advance the immediate and ultimate effect 
of each of our actions. Life would also be 
dull for we would thus be deprived of an- 
ticipation and the joy derived from a suc- 
cessful venture. 

Fore-knowledge, of course, would prevent 
many catastrophies provided the human sins 
of greed and lust for power could be elimin- 
ated at the same time. John Wilkes Booth 
would not have killed Lincoln if he could 
have foreseen that his victim was the one 
person who could have prevented the pil- 
lage of the Confederacy which followed the 
War Between The States. There are few 
men who would not like to undo some act 
because of its effect upon others. To err 
is human, to continue to err in the same 
field of endeavor, is the ultimate of stupidity. 

The nations of this world can no longer 
afford to act without considering the con- 
sequences. Self-destruction is not a normal 
human trait! The world has become so 
“small”, physically and psychologically that 
the firing of a pistol, in a remote country, 
can drag a peace —loving American son or 
father away from the fireside of his home 
to his death in a useless war. This result of 
the act of firing the pistol is merely the 
culmination of many acts based on individual 
and national greed—economic and political. 
Will we humans never learn? Are we all 
that stupid? 

Similarly, is the medical profession so 
foolish that it acts individually and collect- 
ively in such a manner that the inevitable 
consequence shall be the loss of a justly 
earned respect and love formerly accorded 
by the vast majority of Americans to the 
doctor, the profession and to its organiza- 
tions? When that respect is lost we shall 
have lost our freedom. We shall have no 
one to blame but ourselves. 

The object of medicine as a profession is 
to improve the welfare of the patient, not 
the welfare of the doctor. Those doctors 
who split fees, overcharge for services, per- 
form unnecessary surgery or “ghost” surgery 
are serving no one—including themselves. 


Fortunately, in our great Southwest, these 
sins are not a problem: But where they do 
exist, the county medical societies, the hos- 
pital medical staff, and the hospital board of 
managers have the power and authority to 
enforce ethical medicine and surgery. After 
all, these sins are usually performed in hos- 
pitals. Elimination of these unethical prac- 
tices must be done at the local level. Argu- 
ment at the national level and discourses 
on the subject in national magazines do little 
to improve the situation. The problem is 
strictly that of the individual physician 
acting through his local medical organiz- 
ations. 

A great physician, Sir William Osler, 
once said, “We are here to give to, not to 
see what we can get out of life.” That 
thought represents a creed that the human 
race would do well to adopt. It is certainly 
the creed of every ethical physician. 





Outstanding Program Planned for 
N. M. Society Meeting 


An exceptional scientific program has 
been arranged for the 72nd annual meeting 
of the New Mexico Medical Society May 
13-15 in Santa Fe, New Mexico, setting for 
many an attractive gathering of the society. 

Speakers will be Dr. Charles W. Mayo, 
Professor of Surgery at the Mayo Founda- 
tion Graduate Medical School at the Uni- 
versity of Minnesota; Dr. William Dameshek, 
Professor of Clinical Medicine at Tufts Uni- 
versity School of Medicine and Instructor 
at the Postgraduate School of Medicine at 
Harvard University; Dr. M. Edward Davis, 
Professor of Obstetrics at the University of 
Chicago Medical School; Dr. Harry Wilkins, 
Professor of Neurological Surgery at the 
University of Oklahoma Medical Schcol; Dr. 
Charles L. Martin, Professor of Radiology 
at Southwestern Medical College in Dallas; 
Dr. W. A. Sodeman, Professor of Medicine 
at the University of Missouri School of Me- 
dicine; Dr. Gordon Meiklejohn, Professor of 
Medicine at the University of Colorado Med- 
ical School; and Dr. Arild Hansen, Professor 
of Pediatrics at the University of Texas 
Medical School at Galveston, Texas. 

The annual meeting will have its head- 
quarters in the La Fonda Hotel and all scien- 
tific sessions, with the exception of round 
table meetings, will be held in the St. Francis 
Auditorium. 
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Miscellaneous Aphorisms and Memorabilia 
By ANDREW M. BABEY, M. D., LAS CRUCES, N. M. 


1. “No matter how many technical meth- 
ods are invented, there will never be a time 
when a careful history and a competent 
physical examination will cease to be the 
foundation for the clinical investigation of 
disease.” — George Blumer, New England 
Journal of Medcine, July 1952, p. 34. 


2. “Much too much has been said about 
the training of the medical student. Much 
too little about the training of the patient. 
Nothing, in fact. This country still hasn't 
got a Royal College of Patients...A single 
glance over the assembled crowd in Out 
Patients Department should suffice to clas- 
sify patients into two distinct groups: 
amateurs and professionals. Both groups 
are waiting. But there is a world of dif- 
ference between them...Professional pat- 
ients develop their symptoms gradually and 
with the tender care of a French chef prepar- 
ing a major dish. Amateur patients keep on 
acquiring new symptoms and losing old ones 
as if they were fountain pens or library 
books. ..Professional patients will start their 
past history by remarking they were eight 
month babies. Amateur patients may re- 
member having spent three months in the 
hospital the previous year, but they can 
rarely tell whether the trouble was in their 
chest or in their tummy. And they will insist 
that neither could be the doctors. Amateur 
patients have large and healthy families. 
Professional patients have never had time. 
Professional patients regard it as the highest 
aim of the medical profession to get them 
into the hospital. Amateur patients naively 
but firmly believe that it is to get them out 
of it.”—T. L. D., Magazine of the Royal Free 
Hospital School of Medicine, 1950. p. 12, 
p. 56. 


3. “When and if the time comes that the 
vision is seriously handicapped and the pat- 
ient can no longer perform his daily tasks, 
then the cataract can be removed by modern 
surgical methods. There is no need to wait 
in semi-darkness for the cataract to become 
mature and ripe.’”’—Pretkin, R. and Duchon, 
M., American Practitioner, May 1952, p. 384. 


4. “I have long felt that one has no right 
to make a diagnosis of probable brucellosis 
unless the agglutination test is 1-320 or 
higher, and that, as in all infectious diseases 
one has no right to say that the disease has 
been proven beyond a point of doubt until 


the organism has been isolated.’”’ — Walter 
Bauer, American Practitioner, January 1953, 
p. 57. 


5. “It is a curious thing that brucellosis 
is a disease of adulthood. In animals, active 
infection with brucellosis is not encountered 
until after ovulation has occurred, while in 
humans, active infection is rarely found in 
children, although they drink most of the 
milk. There seems to be something bio- 
chemically unappetising about the pre-adol- 
escent body for these organisms. .. The diag- 
nosis of brucellosis certainly can be made 
absolutely only if the organism is cultured 
from the blood, or from the bone marrow, 
urine, liver, spleen, or other body tissue. 
There are three other diagnostic aids that 
have been used: the opsonocytophagic index, 
which is considered by many people as un- 
reliable; the skin test, which is considered 
also to be ureliable as an index of an active 
infection; and the demonstration of granul- 
omatous lesions and the differentiation may 
well not be possible. The one test that is 
used most often in the attempt to diagnose 
brucellosis is the agglutination reaction. 
There are a number of limitations to this 
procedure. One limitation is that approxim- 
ately 10 per cent of the people who have 
active brucellosis with positive blood cultures 
fail to develop agglutinin. There is some 
evidence that this is due in some instances 
to the presence of so-called “blocking anti- 
bodies.”’ Another limitation to the agglutin- 
ation test is the fact that every now and then 
a perfectly normal person will appear with- 
out previous history suggesting brucellosis, 
who will have very high titres, perhaps up to 
1:5000. Another limitation to the agglutin- 
ation reaction is the fact that about 90 per 
cent of the Army and Navy people who are 
immunized against cholera develop agglut- 
inins to brucella in titres up to 1:640, and 
positive agglutination reactions to brucella 
may also develop in persons who have tul- 
aremia. Another situation that may give 
rise to a false positive agglutination reaction 
is an anamnestic reaction. People who have 
previously had brucellosis upon developing 
a sudden febrile episode from any cause, 
may show a rise in brucella agglutinins. 
Those are the main limitations to the use of 
the agglutination reaction in an attempt to 
make a diagnosis of brucellosis. It is gen- 
erally considered, however, that a high ag- 
glutination titre in the presence of clinical 
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signs of the disease is good evidence of in- 
fection with brucella organisms.”—Thomas 
Paine, American Practitioner, January 1953, 
p. 57. 


6. “The skin test offers little help in most 
cases, and an additional objection is that it 
can certainly be a very damaging test to the 
skin of a person with brucellosis, who may 
develop necrosis at the site of the test.’— 
Thomas Paine, American Practitioner, Jan- 
uary, 1953, p. 57. 


7. “First, I would say, the training is 
needed because scientific discipline is the 
antidote to a surfeit of the art of medicine, 
which carried too far, degenerates into med- 
ical lifemanship. It is said that all power 
corrupts, and the power which a physician 
has to influence the lives of his patients is 
formidable indeed. Ideally, no antidote should 
be required, but the clinician who knows only 
the art and is unversed in scientific thought 
and method may end by deceiving not only 
his patients but himself.”—Robert Platt, The 
Lancet, November 15, 1952, p. 978. 


8. “I will cast discretion to the winds and 
say that I doubt if any professor of medicine 
should be more than 55. Allow him as an 
act of grace a few more years to reap some- 
thing of what he may have sown, and for the 
sake of continuity and for the benefit of any 
wisdom which may have come with maturity ; 
but if he shows signs of believing that only 
those of maturer years can have sound judge- 
ment and practice good medicine, or if 
he begins to think that he is indispensable, 
or becomes too highly respected for any one 
to dare to tell him the truth, and above all 
if he begins to think his wisdom and exper- 
ience more than compensate for his inability 
to grasp the significance of new discovery 
and to keep up with new knowledge, get rid 
of him.”—Robert Platt, The Lancet, Novem- 
ber 15, 1952, p. 979. 


9. “Most varicose ulcers are not caused 
by varicose veins. In fact, the patients with 
the largest veins usually do not have ulcers. 
Stasis of blood, however, can be considered 
a cause of the ulcer, and it is produced by 
canalization of a thrombosed femoral vein, 
with destruction and loss of function of the 
valves.” — Warren Cole, American Pract- 
itioner, May 1952, p. 58. 


10. “From inability to let well alone; 
from too much zeal for the new and contempt 
for what is old; from putting knowledge 
before wisdom, science before art, and from 
making the cure of the disease more grievous 
than the endurance of the same, Good Lord, 
deliver us.”—Robert Hutchison, British Med- 
ical Journal, March 31, 1953, p. 671. 
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11. “If we have trouble with a motor-car 
we do not hand it for repairs to the first 
lad we see hanging around in greasy dun- 
garees. If we go to sea we like to be assured 
that the captain has had more than a brief 
experience in navigation. If we wish our 
portraits painted, we should not go to the 
local chemist because he has been to an art 
school and painted a very nice sign for the 
Green Dragon. In surgery we are very care-' 
ful that the cerebral tumours, the fractures 
of the neck of the femur, the mitral stenoses, 
and carcinomas of the bladder are handled 
only by men who have served a long ap- 
prenticeship in the technique of these part- 
icular operations. But gastric surgery, more 
important than any of them because, per- 
fectly performed, it should be able to restore 
a temporarily disabled citizen to perfect 
health, is handed over to Tom, Dick and 
Harry. Every candidate for even a humble 
surgical appointment tells of the number of 
gastric operations he has done as evidence of 
his skill. Every newly appointed surgeon 
invents some modification of standard -proc- 
edure; and the younger and the more self- 
taught he is, the further does he practice 
from any contacts or supervision, the more 
bizarre is it likely to be.”—Sir H. Ogilvie, 
The Lancet, March 21, 1953, p. 558. 


12. “Experience has shown that for the 
doctor responsibly doing his best the largest 
possible measure of professional independ- 
ence is in the best interests of his patients. 
But what of the doctor who is not good? The 
man who presumes to a competence he does 
not, and knows he does not, possess; the man 
who persistently is negligent ;or the man who 
regularly — and regardless of the fact that 
he could change the conditions if he wished 
—practices under conditions which render 
good doctoring impossible. Without disput- 
ing that the numbers in these categories 
constitute a small proportion of the profes- 
sion, the public is surely not unreasonable 
in looking to the profession as a self-govern- 
ing body, to deal more effectively with these, 
its weaker members, for the better protection 
of the public. It is not a question of the oc- 
casional mistake; everyone, whether profes- 
sional or not, no matter how good he may 
be, makes mistakes from time to time. It is 
consistant incompetence and persistant ne- 
glect that is in question. It would be wrong 
to think that professional action is never 
taken: it is. For instance, professional opin- 
ion has slowly led to the exclusion of doctors 
who have not had a long special] training in 
surgery from the performance of all but 
very minor surgery, except in emergencies. 
But it is true that, like other professions, the 
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medical profession has shown great reluct- 
ance to accept responsibility for the technical 
competency and efficiency of its members 
once they have qualified for membership.’— 
Leslie Farmer Brown, The Lancet, April 11, 
1953, p. 706. 


13. “The reluctance of the professions to 
exercise more supervision over their mem- 
‘bers contrasts interestingly with their great 
activity in the prescribing and testing of the 
qualifications of new entrants. Let us look 
at the problem of entrance requirements. On 
training and examinations, there has been 
and still is a spate of reports, conferences, 
and ‘reforms’, invariably with the result of 
making the training fuller and longer and 
the requirements more difficult. It is natural 
and right that a profession should strive to 
attain the highest reasonable standard of 
new entrants and a course of pre-entry train- 
ing that will give them the best preparation 
for their careers. But the over-drilling of 
the innocents should not be a substitute for 
proper disciplining of the hardened troops. 
To the public, the quality, ability and stand- 
ards of a professional man or woman five, 
ten, twenty, thirty years after qualifications 
are more important than the knowledge and 
largely unproved skills of the new recruit.” 
L. F. Brown, The Lancet, April 11, 1953, p. 
706. 


14. “The more one is admitted to the 
secret ambitions of the great, the less one 
finds to envy, the more one realises the pro- 
fundity of the banal truism that it is not 
what you have but what you are satisfied 
with that counts.” — The Lancet, June 20, 
1953, p. 1251. 


15. “None of these things, however, can 
give you what you may find increasingly 
desirable — namely, to discover some mean- 
ing and purpose in life. In your youth you 
will find many opiates to prevent you from 
thinking of these matters — your work, your 
play, and such aesthetic outlets as appeal to 
you. But the time must come when these 
ancient unsolved problems will occupy your 
attention and I am afraid that there is no 
ready answer. The simple faiths of our fa- 
thers would suffice, but our education, es- 
pecially in Science, has tended to destroy 
that faith and there does not seem to be any 
method by which it may be regained.”—Sir 
Sydney Smith, The Lancet, Sept. 5, 1953, p. 
461. 


16. “Do not forget that you are dealing 
with the whole man — not only the body, not 
only the mind — but the man himself. You 
must take into consideration not only his 
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physical condition but his general environ- 
ment, including his work and his domestic 
affairs in so far as they may have some 
relation to his physical and mental state. You 
must remember that many patients come to 
you not only suffering from damaged bodies, 
but with bruised minds, lacerated cons- 
ciences, and broken hearts. You have not 
seen examples of these in your museums, but 
they are real enough, and much of your 
success as doctors will depend on the care 
and understanding with which you treat 
such matters.” —Sir Sydney Smith, The 
Lancet, Sept. 5, 1953, p. 462. 


17. “In this world of falling ideals, of 
shifting standards and abandonment of faith, 
let us remember that the professions of Law 
and Medicine have stood with rock-like firm- 
ness against all subversive tides. Let us then 
hold fast to those principles of conduct en- 
unciated by our forefathers, which were their 
stay and staff throughout the centuries, and 
pass on undimmed to our successors the 
torch of knowledge and the ideals that have 
been bequeathed to us.”—Sir Sidney Smith, 
The Lancet, Sept. 5, 1953, p. 463. 


18. “....If a city is miraculously ef- 
ficient, crammed with goods, bristling with 
services, glittering with all the latest in- 
genuities, but is also filled with people who 
are worrying themselves sick or becoming 
ugly-minded and cruel, or turning into dim 
robots, then that city is a flop. If the people 
in the neighboring country are comparatively 
poor, have few possessions, no gadgets, no 
great organizations, but contrive to live 
zestfully, laugh and love, still.enjoy poetry 
and music and talk, then that country has 
succeeded.” — J. B. Priestley, ‘New States- 
man and Nation’,(The Lancet, Sept. 26, 1953, 
p. 655.) 


'19. “The itching ear is usually caused 
by a dermititis of the canal, more often 
either seborrheic or eczematous; occasionally, 
when the canal appears normal, it may be 
caused by a nasal or eustachian tube allergy. 
The pruritus can be controlled best by using 
70 per cent ethyl alcohol drops in the ex- 
ternal ear or by antihistaminics in the case 
of allergy.” — Postgraduate Medicine, Vol- 
ume 12, 1952, Richard T. Barton, p. 452. 


20. “Ear Fungus” — During World War 
II we saw many cases of what was purported 
to be a ‘fungus infection of the ear.’ We 
still see many such cases. Often they are 
suppurative otitis media (either acute, 
chronic or acute exacerbations of chronic) 
or diffuse otitis externa (usually eczematous 
with or without secondary pyogenic in- 
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fection.) However, the succesful treatment 
of otomycosis, like the successful treatment 
of mycotic infections of the feet and most 
other types of otitis, is based on the scrup- 
ulous avoidance of water. A patient with 
any kind of otitis externa should never get 
soap and water in his ears, even if the ears 
itch. Following this waterproof principle, 
70 per cent ethyl alcohol ear drops will cure 
virtually all otomycoses and to use CRES- 
ATIN, DESENEX, etc. is to invite a sen- 
sitivity which is rarely justified.’—Richard 
T. Barton, loc. cit., p. 453. 


21. “The use of ear plugs to prevent ex- 
ternal or even middle ear infections is futile. 
Ear plugs are inadequate protection against 
otitis externa and media with tympanic mem- 
brane perforation. A patient with a known 
perforation should absolutely never swim. He 
should avoid water in his ear under any and 
all circumstances.” — Richard T. Barton, 
loc. cit., p. 453. 


22. “If water is held in the external ear 
next to the drum after swimming as a result 
of cerumen, exostoses or narrow isthmus of 
the bony canal, the patient may attempt to 
remove it by dancing on one foot with the 
head tilted to the affected side or by jarring 
the head with the palm, but never cupping 
the ear with the hand and applying pressure 
or suction! If this jarring fails, a physician 
should remove the water by irrigating the 
ear with alcohol and drying with a cotton- 
tipped applicator.”—Richard T. Barton, loc. 
cit., p. 435-454. 


23. “It is the established practice to 
cauterize the Kisselbach plexus on the sep- 
tum, which commonly bleeds from this type 
of nose picking and wiping. It is thought that 
cauterizing effectively destroys the bleeding 
vessels and prevents further epistaxis. How- 
ever, it is my belief that more often the cau- 
terizing agent, whether chemical or electric- 
al, simply makes the nose so terribly sore 
and tender that the ‘chronic nose picker’ 
leaves it alone long enough so it can heal 
spontaneously.” — Richard T. Barton, loc. 
cit., p. 454. 


24. “Penicillin and the sulfanomides are 
not recommended for topical use because of 
the relatively high incidence of sensitization 
reactions.”—C. Livingood, Am. Pract., April 
1952, p. 33. 


25. “It has now been established that 
local cortisone applications have no signif- 
icant effect on the course of skin diseases, 
despite the dramatic results which follow 
local treatment of inflammatory diseases of 
the eye.” — C. Livingood, loc. cit., p. 34. 
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. 26. .“These drugs (anti-histaminics) are 
prescribed almost routinely by many physi- 
cians in a wide variety of cutaneous diseases 
which appear to have an allergic component. 
However, in the final analysis, they have 
contributed very little to the therapy of skin 
diseases except in chronic urticaria and to a 
less extent, in drug sensitivity. They appear 
to afford relief in other pruritic dermatoses, 
but in most instances, it is probable that this 
is due to a sedative rather than a specific 
effect. It is concluded that the effectiveness 
of the antihistaminics has been over-empha- 
sized in the case of skin diseases, and this 
holds for both oral and parenteral adminis- 
tration as well as topical application.” —C. 
Livingood, loc. cit., p. 34. 


27. “It is of interest that patients with 
chronic vasomotor rhinitis and chronic ur- 
ticaria fit into a similar pattern in that when 
onset occurs in later decades, specific al- 
lergens are usually not discovered and symp- 
toms tend to be intractable and severe.” — 
Harry Alexander, Am. Pract., April 1952, 
p. 26. 


28. “Hospital patients in status asth- 
maticus usually receive oxygen under pres- 
sure to relieve cyanosis. Lowell and his as- 
sociates recently pointed out the potential 
danger of such therapy in severe asthma and 
emphysema. The disadvantage lies in the 
fact that the arterial blood is rapidly sa- 
turated with oxygen and the anoxic stimulus 
to the respiratory center is thereby abolished. 
This results in decreased ventilation and 
failure to eliminate carbon dioxide leading 
to higher levels of retention than those prior 
to treatment. Drowsiness, confusion and 
coma may ensue.”—Harry L. Alexander, 
loc. cit., p. 27. 


29. “As I have emphasized repeatedly, a 
positive skin test, means only one thing, 
namely, that at the time of its performance 
and in that patient’s particular skin, fol- 
lowing the introduction of an antigen or an 
allergen and perhaps as a result of its union 
with a corresponding antibody, histamine or 
a substance like it has been released into the 
skin to produce the erythema and the wheal 
designated as a positive skin test reaction. 
That is all that the latter reaction denotes. 
It reveals nothing concerning its specificity 
nor whether it is related at all to the con- 
dition for which the patient consults the 
doctor. This is the province of the attending 
physician, who must decide whether such a 
positive reaction has any bearing whatever 
upon the patient’s clinical condition.” — 
Louis Tuft, American Practitioner, Sept. 
1952, p. 723. 
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PROCEEDINGS OF THE NEW ENGLAND CARDIOVASCULAR SOCIETY* 


Left Bundle Branch Block Masquerading as 
Right Bundle Branch Block 


By JUSTIN L. RICHMAN, M. D., AND LOUIS WOLFF, M. D., 
BETH ISRAEL HOSPITAL, BOSTON 


During the course of study of Spatial 
Vectorcardiography, four vectocardiograms 
were encountered which displayed the signs 
of Left Bundle Branch Block. Although the 
precordial leads of the electrocardiograms of 
these cases were characteristic of Right 
Bundle Branch Block, the limb leads were 
suggestive of Left Bundle Branch Block. 
Tracings with this apparent paradox have 
been considered examples of Right Bundle 
Branch Block and vertical heart position or 
myocardial infarction in the past. 


The vectorcardiographic method used in 
this study is a modification of the rectang- 
ular system of Duchosal. No more exertion 
on the part of the patient is required than 
in the taking of an electrocardiogram. 


All four patients had coronary heart 
disease with clinical episodes of myocardial 
infarction. 


The electrocardiograms have the following 
features: (1) wide QRS interval; (2) left 
axis deviation; (3) qR deflections in leads 
1 and aVL; (4) gR or R deflections in lead 
aVR; (5) rS deflections in aVF and VE; 
(6) slurred or notched R waves in the right 
sided precordial leads; and (7) rS or notch- 
ed QS deflections in the left sided precordial 
leads. 


The initial QRS vectors of the vectorcar- 
diograms of these four cases are identical 
with those seen in uncomplicated Left Bundle 
Branch Block, and therefore a diagnosis of 
Left Bundle Branch Block is warranted. 
Nevertheless, except for the initial QRS 
vectors, the vectorcardiograms of these cases 
differ markedly from those seen in un- 
complicated Left Bundle Branch Block. The 
early QRS vectors, which are usually do- 
minated by septal forces, do not point pos- 
teriorly, superiorly, and to the left, but 
anteriorly, superiorly, and to the right. This 
change in vector direction is explained by 
assuming extensive septal infarction so that 
the resultant vectors are dominated by the 
now largely unopposed right ventricular 


* These condensed reports published by permission of the New 
England Cardiovascular Society. 


potentials. These early abnormal vectors 
account for the early R wave in the right 
sided precordial leads, and the early ne- 
gative deflections in the left sided pre- 
cordial leads; their superior direction gives 
rise to the early R waves in léads aVR and 
aVL. With the introduction belatedly of 
forces arising in the free left ventricular 
wall, the late resultant vectors which or- 
dinarily point to the left, posteriorly, and 
superiorly, are directed to the right, pos- 
teriorly, and markedly superiorly, in these 
cases. This new balance suggests that forces 
which normally arise in the lateral and 
diaphragmatic walls of the left ventricle 
are absent because of infarction. These ter- 
minal forces result in the late positivity in 
the superior leads, aVR and aVL and the 
right sided precordial leads, and the late ne- 
gativity in the left sided precordial leads. 


In summary, in the presence of Left 
Bundle Branch Block, a unique situation 
exists because depolarization of the septum 
and the free left ventricular wall are separ- 
ated by an abnormally long interval. There- 
fore septal infarction results in a change 
early, and free wall infarction results in a 
change late in the depolarization period. 


Vectorcardiographic study of these four 
cases has clarified paradoxical electrocardio- 
grams in which the limb leads resemble Left 
Bundle Branch Block and the precordial leads 
resemble Right Bundle Branch Block. Our 
observations indicate that these electrocar- 
diograms represent Left Bundle Branch 
Block. Evidently, the limb leads in such cases 
are a more reliable indicator of the type of 
block than are the precordial leads. Further- 
more, we conclude from these studies that 
the vectorcardiogram reveals evidence of 
myocardial infarction, in the presence of 
Left Bundle Branch Block, and that the same 
is true for the electrocardiogram if properly 
interpreted. These studies suggest that trac- 
ings which have the paradoxical features 
mentioned should be regarded as examples of 
Left Bundle Branch Block modified by ex- 
tensive septal and postero-lateral myocardial 
infarction. 
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PROCEEDINGS OF THE NEW ENGLAND CARDIOVASCULAR SOCIETY 


Studies of the Pathogenesis of Intravascular Thrombosis 


By STANFORD WESSLER, M. D., BETH ISRAEL HOSPITAL, BOSTON 


A method has been developed whereby 
intravascular thrombosis may be routinely 
produced in dogs without initial endothelial 
injury. The technic is based on the use of 
isolated venous segments and the systemic 
infusion of serum fractions containing clot 
accelerator substances. In veins examined 
one to 43 days after the induction of thromb- 
osis, the sequential histopathology was that 
of phlebothrombosis. 


Studies have demonstrated that retarded 
venous flow combined with a temporary in- 
crease in serum accelerator activity can in- 
duce intravascular thrombosis in the absence 
of both endothelial damage and complete 
stasis. Since serum and stasis are common 
by-products of major surgery, they may 
together represent a trigger mechanism 
whereby post-operative thrombosis is ini- 
tiated. Both dicumarol and heparin block 
this mechanism. ° 


Intravenously administered enzar, a 
purified trypsin preparation, has recently 
been reported to dissolve intravascular clots 
in animals and man. Rapid systemic infusion 
of 100,000 units of enzar routinely induced 
striking fresh clot propagation upon pre- 
formed thrombi in jugular veins. Moreover, 
this enzyme preparation successfully re- 
placed serum fractions in the induction of ex- 
perimental intravascular coagulation. Di- 
cumarol, in toxic doses, failed to inhibit these 
trypsin-induced thrombi, whereas heparin, in 
therapeutic amounts, effectively blocked 
their production. This suggests that di- 
cumarol which depresses prothrombin con- 
version may not provide as optimal an anti- 
coagulant effect as heparin which blocks 
fibrin deposition through other mechanisms. 

These studies have provided a new method 
for the investigation of the morphology, 
pathogenesis and therapy of thromboembol- 
ism. 


External Electric Stimulation of the Heart 
By PAUL M. ZOLL, M. D., LEONA R. NORMAN, M. D., ARTHUR L. LINENTHAL, M. D., 
BETH ISRAEL HOSPITAL, BOSTON 


Cardiac arrest often occurs in patients 
with complete heart block as a transient or 
fatal Stokes-Adams attack. Ht may also occur 
in the absence of heart disease as an ac- 
cident during anesthesia, surgery, trauma, 
suffocation, drowning, circulatory collapse 
and electric shock. Previously available 
forms of therapy consist of intracardiac in- 
jections of epinephrine, myocardial stimula- 
tion with a needle and emergency thoracot- 
omy with cardiac massage. These methods 
are relatively unsatisfactory in that they 
are only occasionally successful and are in- 
trinsically dangerous and formidable. 


It is well known that heart beats 
may be stimulated and that ventricular fi- 
brillation may be stopped by electric current 
applied directly to the surface of the heart. 
The necessity of exposing the heart, however, 
has greatly limited the clinical use of these 
methods. A quick and easy method is pres- 


ented of arousing the heart from ventricular 
standstill and stimulating effective beats by 
electric impulses applied externally across 
the intact chest. 


tepeated electric stimulations over sev- 
eral weeks in the same animal are not as- 
sociated with cardiac or systemic injury. The 
intensity of current necessary to evoke car- 
diac responses depends on the location and 
resistance between the electrodes and the 
voltage, shape and duration of the electric 
impulses. The most effective stimuli are 
monophasic, rectangular waves, 2 millisec- 
onds long and 30 to 60 volts (30 to 70 mil- 
liamperes) in intensity. 


The nature of the cardiac response de- 
pends upon the frequency of the stimuli, 
their timing in the cardiac cycle and the 
location of the electrodes. The heart re- 
sponds to stimuli arriving during the re- 
covery phase by intermittent ectopic beats 
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or by regular tachycardia, depending upon 
the rate of stimulation. High locations of 
the electrodes on the chest produce supra- 
ventricular beats and lower locations pro- 
duce ventricular beats. At intermediate lo- 
cations both supraventricular and ventricul- 
ar responses occur, depending on the timing 
of the stimulus in the cardiac cycle. The 
supraventricular beats are characteriezd by 
relatively long stimulus-response intervals, 
by normal QRS-T waves and by interruption 
of the sino-auricular pacemaker. Ventricular 
beats show relatively short stimulus-response 
intervals, grossly abnormal QRS-T waves 
and no interference with the sino-auricular 
pacemaker. 


The method of external electric stimul- 
ation of the heart has been tested repeatedly 
in dogs under nembutal anesthesia with nor- 
mal sinus rhythm and with varying arrhyth- 
mias produced by mecholyl, quinidine and 
anoxia. It has also been applied in nine 
patients with circulatory arrest in the mo- 
ribund state. In four of five patients with 
complete heart block and frequent Stokes- 
Adams attacks, regular, effective ventricular 
beats were evoked by the external electric 
pacemaker during periods of prolonged ven- 
tricular standstill or slow idioventricular 
rhythm. One patient was kept alive by the 
artificial external pacemaker for five days 
of spontaneous ventricular standstill until 
the intrinsic idioventricular pacemaker fi- 
nally revived. In another patient, multifocal, 
ectopic ventricular beats and runs of ven- 
tricular tachycardia-fibrillation were re- 
placed by an artificial, externally controlled 
rhythm which was maintained almost cons- 
tantly for 24 hours until ventricular irritabi- 
lity subsided and a regular idio-ventricular 
rhythm returned. In one of three dying, non- 
cardiac patients, a slow ventricular rhythm 
was replaced for a short time by a more 
rapid, externally paced ventricular beat. 
Ventricular fibrillation occurring during 
surgery in one patient was uninfluenced by 
electric stimuli of maximal intensity. 


In summary, the external electric cardiac 
pacemaker behaves like a naturally occurr- 
ing, intracardiac parasytolic focus, but it is 
under complete control with regard to fre- 
quency and duration of discharges and lo- 
cation of cardiac response, With this method 
various aspects of cardiac rhythmicity, the 
refractory period and paroxysmal arrhyth- 
mias have been studied. Its value as a life- 
saving measure has been demonstrated in the 
treatment of Stokes-Adams attacks due to 
ventricular asystole or ventricular tachycar- 
dia-fibrillation. Its usefulness in circulatory 
arrest and other cardiac arrhythmias re- 
mains to be explored. 


APRIL, 1954 


Southwestern Meet Scheduled 
November 17-19 


The annual Southwestern Medical As- 
sociation meeting will be held in El Paso 
from November 17 through 19, Dr. W. W. 
Schuessler of El Paso, president, has an- 
nounced. 

The meeting will have two distinctive 
features. First, the convention will start on 
a Wednesday, Nov. 17, rather than the tra- 
ditional Thursday, and end on a Friday 
rather than on a Saturday. Second, special- 
ists’ sessions have been planned for the 
Wednesday of the meeting, while Thursday 
and Friday will be devoted to subjects of a 
broader interest to the general practitioner. 

The Wednesday specialists’ sessions prov- 
ide for sections on Dermatology; Eye, Ear, 
Nose and Throat ; Ophthalmology ; Obstetrics 
and Gynecology; Orthopedics; Anesthesia; 
and Internal Medicine. Physicians attend- 
ing the General Practice sessions will receive 
formal credit from the American Academy 
of General Practice. 

Dr. Maynard Hart is general chairman 
for the convention. 





Dr. Ravel is Guest Speaker at 


Chaves County Meeting 


Vincent M. Ravel, M. D., of El Paso, was 
the guest speaker at the March meeting of 
the Chaves County Medical Society. A good 
attendance of members and guests from 
Walker Air Force Base was present to hear 
him discuss the uses and limitations of the 
known radioactive isotopes. 


Dr. Pete Starr of Artesia, Secretary- 
Treasurer of the New Mexico Chapter of 
American Association of General Practi- 
tioners was also present. Dr. Ravel is in 
charge of the Isotope Laboratory in Provid- 
ence Memorial Hospital in El Paso. This 
Laboratory is further evidence of the pro- 
gress in medical diagnosis and treatment in 
this area of the Southwest. 


E. W. LANDER, M. D. 
Roswell, New Mexico 





ERRATUM 
The editors of SOUTHWESTERN MEDICINE 


regret that, through an inadvertent error, the 

names of Pereira and Luckmann, nationally 

known Architects and Engineers, who designed 

the new El Paso Medical Center, were omitted 

from the article describing the Center in the 
arch issue. 
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Post-Graduate Education 


(AN EDITORIAL) 


The problem of adequate postgraduate 
education is one which has been neglected 
over a period of years. Our medical schools 
have experimented with numerous teaching 
techniques for undergraduates, and have 
evolved a system of more or less bedside 
teaching. When we consider that not so 
many years ago it was possible, even in a 
large medical center, such as Boston, to 
obtain a degree in medicine by purchasing 
a series of course tickets for lectures on 
pharmacology, materia medica, etc., we must 
agree that our technique of learning by 
doing is of course a major advancement. 


Busy Practitioners 


Those of us in the Southwest have, at 
times, envied our brother practitioners who 
are located in the near vicinity of the large 
medical center. Here there are made avail- 
able numerous lectures and other materials 
which, of course, are not available to us. 
However, we do forget one thing, that the 
busy practitioner of medicine is a tired in- 
dividual, whether he be located in the South- 
west, or in the metropolitan areas in the 
East. How well can this man grasp material 
presented to him when he is occupied with 
the worries of a large practice, whether it be 
general or specialized. Truthfully, we must 
admit that teaching by lecture, even though 
it be accompanied by modern visual aids, 
slides, T. V., etc., does not, and cannot, take 
the place of the individual instruction at the 
bedside. 


California, in its usual big-time manner 
has attempted to literally can post-graduate 
medical education. The California Medical 
Association has authorized ‘an audio-digest 
foundation, a non-profit corporation, which 
is really a subsidiary to the association. 
Its function will be the summarizing and 
recording on tape, and synchronized visual 
slides or film strips of current medical li- 
terature and lectures. 


Three Channels 


This material will be beamed along three 
channels to the specialists, to the general 
practitioner, and to the medical student. 
Weekly, one-hour tape recordings summariz- 
ing medical literature from approximately 
600 journals, primarily for the general prac- 
titioner, have been in operation for approx- 
imately one year. Last January, a bi-weekly 
service for surgeons was set up; and in 
February, a similar service for internists 





was initiated. This is, of course, a laudable 
effort to bring a vast amount of digested 
material to the individual. Time alone will 
evaluate its result. But again, we are faced 
with the inadequacy because of the lack of 
individual presentation. 


Complex Problem 


Our problem in the Southwest is complex. 
We have at least three states and a foreign 
country involved, and it is felt by many that 
the only successful manner to bring medical 
teaching to the physicians’ doorstep is to 
develop the local hospital into approximately 
a teaching huspital. This, of course, in a 
small community is very difficult, but it can 
be done. In the East groups concerned with 
teaching problems, such as the Bingham As- 
sociates of Tufts College Medical School, and 
the Rochester, New York, Plan have evolved 
a system by which at least to some degree 
the small community hospital can approx- 
imate a teaching institution through the loan 
of ancillary services and staff men who are 
literally lent for purposes of teaching. 


Through this affiliation, it is possible for 
the local practitioners of medicine to meet 
with a man for teaching purposes who is not 
in competition with them, who does not have 
any axe to grind; and by this method, dis- 
cussion is a great deal freer; and by the 
instrument of free discussion in a small 
group, the individual physician will be well 
recompensed for the time he has given. Te- 
levision, color slides, tape recordings do not 
now; and probably will never take the place 
of the grand rounds type of exercise with 
actual case presentation. 


Trial and Error 


This method of teaching for the under- 
graduate has been evolved by the good old 
system of trial-and-error. The only reason 
it is not made more available to the graduate 
is because medical schools have’ had tre- 
mendous difficulties of an economic nature. 
Various foundations have provided large 
amounts of money for research, but the 
graduate has been forgotten. In specialized 
societies the candidate works very hard to 
obtain recognition, to pass examinations, 
both written and oral; and then immed- 
iately, everyone forgets all about him. He 
may, if he sees fit, go to seed. It is refresh- 
ing, however, to note that the American 
Academy of General Practice requires re- 
(Continued on Page 159) 
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The Surgical Treatment of Thyroid Disease 


By LEIGH E. WILcOox, M. D., EL Paso, TEXAS 


Perhaps a better title for this discussion 
might be “The Place of Surgery in the 
Treatment of Thyroid Disease,” for it is 
neither possible, nor desirable if it were pos- 
sible to divorce surgery and the part it plays 
in the management of various diseases of the 
thyroid from the other weapons we have for 
combating these conditions. 

A perfect classification of goitre does not 
exist and probably never will, for many cases 
have clinical and pathological features which 
defy strict grouping of them into one place 
of any classification yet devised. Never- 
theless we must have some outline to go by; 
one which is simple enough for use in the 
every day handling of patients, and one that 
indicates at least fairly satisfactorily the 
clinical and pathological features of these 
conditions. 

The following perhaps satisfies these re- 
quirements as well as any. At least it is 
quite workable, though it does not include 
a few of the rare things sometimes seen, and 
no doubt some would not agree that it is 
entirely correct from a pathological stand- 


point. 
Colloid Goitre 
II Adenomatous Goitre 
III Hyperplastic Goitre 
IV Thyroiditis 
V Carcinoma 


Classification Difficult 
Before proceeding to the discussion of the 
role of surgery in each of the above groups, 
I would like to point out some of the over- 
lapping clinical and pathological features. 
Occassionally a patient with colloid goitre 
will be toxic, and sometimes one will be hy- 
pothyroid. The occurrence of hyperplasia and 
of malignant change in the adenomatous 
group is of course very well known. Many 
hyperplastic glands contain various degrees 
of lymphocytic infiltration which we or- 
dinarily consider to be evidence of thyroid- 
itis. Certain carcinomas are functioning 
tumors and cause symptoms of hyperthy- 
roidism. These examples, and there are 
others, are sufficient to emphasize the dif- 
ficulties encountered in trying to accurately 
classify thyroid disease, and make complete 
accuracy in so doing really impossible. 
Colloid Goitre is not much of a problem 
for the surgeon. This is the simple, diffuse 
enlargement of the thyroid gland usually 
seen in adolescence or during pregnancy. It 
is relatively rare in this part of the country, 
and most cases of it spontaneously disappear 
if left alone. Partial thyroidectomy for cos- 
metic reasons is rarely necessary. 


Adenomatous, or nodular, goitre is the 
most common variety of goitre the surgeon 
sees in this vicinity. It may be single or 
multiple, toxic or non-toxic. It is frequently 
seen in almost all age groups, though most 
of the sufferers are past middle life. Those 
with toxic adenomata do not as a rule have 
the severe degree of hyperthyroidism as do 
most hyperplastic goitre patients, though 
some of them may be just as bad. 


Surgery 

Barring the presence of some other con- 
dition which would make the surgical risk 
too great, all of those with this disease, 
whether toxic or non-toxic, single or mul- 
tiple, should have their goitres removed 
surgically. And this for one reason. A high 
percentage of these goitres undergo mal- 
ignant change compared to the very low 
risk of surgical removal. Carcinomatous 
change is found in somewhere between five 
and ten per cent of the multiple ones, and 
probably in double that percentage of the 
single ones. All of the nodules should be 
removed along with a generous amount of 
surrounding apparently normal tissue. 

The hyperthyroid adenomatous goitre is 
best treated surgically, aside from consider- 
ation of its malignant potentiality. Inci- 
dentally, the fact that they are hyperactive 
gives no reassurance that they are not or 
may not become malignant. This type of 
goitre is not satisfactorily responsive to ra- 
diation therapy of any kind. The results of 
surgical excision are excellent, the risk is 
low, and recurrences are quite rare. 

Hyperplastic Goitre, known also as 
Grave’s disease, Basedow’s disease, or ex- 
ophthalmic goitre, for a considerable time 
now has been the center of somewhat of a 
turmoil in regard to its treatment. Ex- 
perience has well shown that the anti-thyroid 
drugs, thiouricil, propylthiourcil, tapizole, 
and others, while excellent and useful means 
for bringing hyperthyroidism under control, 
are not satisfactory for definitive treatment 
of this condition. Complications such as 
skin rash, fever, leukopoenia, etc. are too 
frequent and too severe in long time ad- 
ministration of them to make them safe for 
such use. In addition, long remission after 
their use is probably no higher than 50 per 


cent. ae 
Radiation 


Radiation applied to the thyroid gland 
will undoubtedly control hyperthyroidism. 
Radioactive iodine is in many ways the most 
suitable medium for applying this radiation. 
It is relatively simple to use, and we know 











— "= - 


>, = 


«i ee ee Se OR ee 8 ee ee 








APRIL, 1954 


that it is certainly safe as far as immediate 
results are concerned. However, there are 
certain disadvantages to it at the present 
time. It is not possible as yet to estimate 
the proper dosage with any high degree of 
accuracy. A much higher percentage of hy- 
pothyroidism and myxedema occurs after its 
use than after surgical removal, though of 
course this is usually not too great a problem 
to correct if it does occur. Perhaps the great- 
est disadvantage of its use is simply that 
as yet not enough time has elapsed to know 
what, if any, late undesirable effects may 
occur in patients treated by this means. It 
may well be that in the future with the added 
knowledge which that future will give us, 
that this will be the treatment of choice for 
hyperplastic goitre. 

At present I believe that sub-total thyr- 
oidectomy properly performed after suitable 
preparation is the treatment of choice for 
the large majority of these cases. The risk 
is low, the results excellent, complications 
few, and the rate of recurrence small. In 
the elderly patient, or in one with some other 
condition which makes the surgical risk too 
high or his life expectancy short, and per- 
haps in the recurrent case, radioactive iodine 
is probably the best treatment. 

Roentgen radiation may be a very useful 
means of controlling hyperthyroidism pre- 
operatively when a patient is sensitive to or 
is not satisfactorily controlled by the drugs 
ordinarily used for this purpose. It may also 
be useful in treating cases in which surgery 
is contraindicated when radioactive iodine 
is not available. 


Hashimoto’s Disease 

Of the various types of thyroiditis, Has- 
himoto’s disease, or struma lymphomatosa, 
is the only one seen more than extremely 
rarely. The main surgical problem it offers 
is its differentiation from carcinoma. This 
may be a.difficult one at times, even for the 
pathologist when using quick frozen sections 
for study. Several times I have done total 
thyroidectomies on what appeared to be 
grossly and, on microscopic examination of 
quick frozen sections, malignant glands, only 
to have them turn out to be Hashimoto’s 
disease when the fixed sections came 
through. If the differentiation can be made, 
the only surgery that should be done is the 
removal of sufficient tissue to relieve pres- 
sure symptoms on the trachea if such exists. 
Sub-total or total thyroidectomy should not 
be done, contrary to what some recommend, 
for hypothroidism occurs sooner or later in 
these patients, and all possible functioning 
tissue best be preserved. 

The best treatment of carcinoma of the 
thyroid is the removal of adenomatous goi- 
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tres before they become malignant, for un- 
doubtbedly most carcinomas of this gland 
originate in such lesions. If carcinoma is 
present, surgical removal offers the most 
hope for long term survival. The extent of 
the lesion and its pathological type de- 
termine the magnitude of the operation. 
For the carcinoma in a well encapsulated 
adenoma, probably simple excision with 
some normal surrounding tissue is adequate, 
though total lobectomy is undoubtedly safer. 
Papillary adenocarcinomas should be treated 
by total lobectomy or total thyroidectomy, 
depending on the extent of the lesion, to- 
gether with removal of the adjacent lymph 
nodes on the affected sides or side. The 
extent of the neck dissection depends on the 
extent of involvement as determined at oper- 
ation. The very highly malignant and ra- 
pidly growing anaplastic carcinomas some- 
times seen are as well treated with radiation 
alone, for the most radical surgical pro- 
cedures add little or nothing to the survival 
rate. 

Most of the operated cases of carcinoma 
should be given post-operative irradiation. 
Even those not cured are often given long 
additional life free from signs and symptoms 
of recurrence by its use. 

In conclusion, I wish to reiterate only 
two things from the previous discussion. I 
cannot stress too strongly the advisability 
of surgical removal of all adenomatous goi- 
tres. The ultimate outlook of carcinomas of 
the thyroid as a whole is not good. Hence 
it is far more satisfactory to prevent them 
by removing their precursors than it is to 
try to cure them. Finally, as yet the treat- 
ment of choice for hyperplastic goitres is 
still sub-total thyroidectomy. 





Post-Graduate .... 


(Continued from Page 157) 
current medical refreshment for continuing 
membership. Some of our special societies 
would do well to take a leaf from this book. 


Southwest’s Problem 
Southwest’s Probl 


We in the Southwest should give post- 
graduate education considerable. thought. 
We do have our meetings with our speakers, 
and our luncheons. These are fine; they 
serve a definite purpose; but we are at- 
tempting to crowd into a few days a great 
deal more than many of us are able to absorb 
adequately. If we are to continue to keep 
abreast of the complexity and rapidity of 
developments in medical knowledge today, 
we must evolve some sort of localized teach- 
ing services where free discussion will bring 
adequate payment for the time given by both 
the tired practitioner and the tired teacher. 
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Why the Private Practice of Medicine Furnishes 
this Country with the Finest Medical Care 


By DAvID CuRRY, EL PASO 


This remarkable Essay was written by a 
14-year-old, ninth grade student at Austin High 
School in El Paso and won top honors and $50 
against articles submitted by sophomores, 
juniors and seniors in the eleven high schools 
of El Paso County. 


The essay contest, on the title subject, was 
sponsored by El Paso County Medical Society 
and its Women’s Auxiliary. David Curry’s ar- 
ticle is now being judged for the Texas State 
championship in Austin. 

“ 


Some 330 years ago our forefathers came 
to this continent. What for? To get a go- 
vernment to provide for them? No. That’s 
what they had where they came from. They 
came here for a chance to try to provide for 
themselves. 

As a result of that philosophy in their 
hearts and of their political concepts, they 
built a society which released, as never 
before in any time, in any place, the creative 
capacities that are in ordinary people every- 
where. There took place here the greatest 
outburst of creative effort, imagination, 
energy, production and progress that the 
world has ever seen. It rushed ahead to the 
point where today the seven per-cent of the 
people of the world, who live in these United 
States, have created as much wealth, and 
have distributed it more widely than all the 
other ninety-three per-cent put together. 


Not Chance 


This did not happen because of good 
fortune or by chance, nor because we had 
superior ability or greater resources. The 
basic reason was an economic system based 
primarily on the right of the individual and 
opportunity for him to get ahead. That’s 
what young people especially want-a chance 
to get ahead. 

The real miracle of American medical 
progress is the miracle of America itself, 
the motivating power of the American spirit, 
of free men, unshackled and _ unfettered, 
with freedom to think, to create, to cross 
new frontiers. 

There are some who advocate doing 
away with the private practice of medicine. 
They claim that a tax-supporied and Go- 
vernmentally directed scheme of medical care 
would be better. 

On the surface, it sounds like a great 
idea to have the government pay for all of 
these services; that is, until we ask our- 
selves, “Where does the government get its 
money?” The answer, of course, is from the 
people, through income and hidden taxes. 


Tragic Injustice 


To encourage the belief that we can get 
something for nothing is a tragic injustice. 
Everything in life comes at a price. Nothing 
is free. 

For people to assume that they can ob- 
tain from the government, without cost, 
such things as aids, benefits and services is 
a dangerous and destructive idea. That sort 
of reasoning, if persisted in by individuals, 
groups, or communities, leads to socialism, 
regimentation and the loss of freedom. We 
should beware of such gifts as these from 
our government, for in the end we shall pay 
heavily for them. 

The English had had Socialized Medicine 
in modified and limited form for more than 
thirty years before they undertook complete 
Socialization. One reasonably could assume 
that this experience would enable them to 
project the costs with fair accuracy. How- 
ever, the cost of the National Health Service 
was so grossly underestimated by the Labour 
Government that a wave of Parliamentary 
protest followed. The ophthalmic service 
alone was found to cost 650 per-cent more 
than anticipated: the first estimate had been 
$8 million; the revised estimate was $52 
million. 


New Zealand 


“Nine years of socialized medicine in 
New Zealand not only has been costly to 
taxpayers but it has resulted in a deterior- 
ation in medical services and has enabled the 
unscrupulous to operate freely to the de- 
triment of patients and the profession.” 
This statement was made by Dr. A. Lex- 
ington Jones, who spoke at the National 
Conference of the Professions, under the 
sponsorship of the National Physicians Com- 
mittee. “Nobody will deny the sick of any 
country the right to adequate treatment,” 
he said. “But, the cost to New Zealand is 
tremendous, not because the money is being 
spent on the individual but because of the 
immense cost of administration and the 
abuse of the system under a Socialistic Go- 
vernment. A great part of the money we 
are taxed is absorbed in the payment of a 
large body of civil servants and for the 
payment of doctors for visits that were never 
necessary and for prescriptions given them.” 
He declared physicians were called upon for 
so many consultations “that it is impossible 
for them to devote the necessary time to 
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each patient, evaluate their symptoms and 
give a careful and considered diagnosis.” 
Too many people, he pointed out, were con- 
sulting their physicians. unnecessarily. He 
said the system has lowered the prestige of 
the medical profession “due to known abuses 
that may be practiced by unscrupulous mem- 
bers.” To some extent, at least, the Socialists 
have always underestimated costs because 
they underestimate human nature. The na- 
tural tendency among people when given 
I eae for nothing” is to take too much 
of it. 


Dedicated Medicine 


Medicine should be wholly and unselfishly 
dedicated to the betterment of humanity and 
the greater perfection of our liberties. These 
objectives can be achived only in a nation in 
which men are free to govern themselves, 
free to create, free to think, free to manu- 
facture ever better and cheaper goods, 
free to keep the proceeds of their genius so 
they may continue to spread its benefits 
ever wider for the benefit of all the people. 

A government agency probably wouldn’t 
have picked out a half-illiterate garage me- 
chanic to set the world on wheels. Yet, that’s 
how it happened. Not because Henry Ford 
was the only person in the world with the 
idea, but because of the fortunate circum- 
stance that he lived under an economic and 
political system which gave him the fight 
to try out whatever dream he had as long 
as he didn’t encroach on the rights of others. 

A government agency probably wouldn’t 
either have picked Thomas Edison, a half- 
deaf telegrapher, to light the world. Yet 
that is how it happened — because of the 
philosophy in this government and its po- 
licies which not only make initiative possible, 
but encourage and reward it. 


Climate of Genius 


The job of all Americans is to create the 
climate where the genius of mankind will 
flourish and to see that all our people have 
an ever increasing opportunity to share in 
the resulting benefits. The achievements of 
our scientists and practitioners in the heal- 
ing arts are so wonderful that it.is almost 
impossible for any of us fully to realize what 
has happened. A century ago, even today in 
many parts of the world, plagues and dis- 
eases, unsafe water supply, and inadequate 
sewerage disposal, killed millions of people. 
But in the free Western world, modern me- 
dicine strode forward these last decades. 
Concentrated mostly in Western Europe and 
the Americas, medical freedom has developed 
the tools to conquer smallpox, typhoid, diph- 
theria and scarlet fever. It has made im- 
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mense advances against pneumonia, leprosy, 
and maternal and infant mortality. It is 
making frontal attacks in the fields of in- 
fantile paralysis, cerebral palsy, heart dis- 
ease and cancer. 

One of the secrets of success in the pri- 
vate practice of medicine is a completely vo- 
luntary relationship between the doctor and 
the patient. Neither the government nor any 
other agent must be allowed to come between 
the patient and the doctor. An intrusion 
such as this would destroy the confidence 
that a patient must have in his doctor. 

A doctor must work for his patient 
and be paid by his patient. Whenever, under 
other systems, the doctor gets paid in part 
or whole by another agent such as the go- 
vernment, then little by little he comes to 
work for the agent instead of for the patient. 


Incentive 


Another value we must conserve is in- 
centive which the private practice of me- 
dicine provides for the doctor to do his best 
work and constantly to improve himself. 
One of these incentives is the chance to make 
a betier living and get ahead financially. If 
that is killed by regimentation of doctors or 
patients, most men aren’t going to improve 
themselves. Another is professional re- 
cognition—the chance to advance to higher 
standing, to win the respect of one’s com- 
munity. That is a powerful incentive. It 
must not be killed by a governmental system 
where promotions are made by order of se- 
niority or senility, as we call it in Wash- 
ington. Under this system one would have 
to live a very long time in order to be el- 
igible for promotion. Also one could hardly 
afford to have ideas. He could not get ahead 
if he had ideas—it would make a superior 
angry at him or jealous of him. He would 
not try anything new—just conform. That 
would be fatal in the medical profession, as 
in anything else. 

It is apparent that the United States with 
its private practice of medicine has made 
greater progress in the application of me- 
dical and sanitary science than any other 
country. This progress is now reflected in 
low mortality and morbidity rates of in- 
fectious diseases, and in increased life ex- 
pectancy. There is every reason to believe 
that these trends will continue unabated 
under our present system of medical care. 

The attempt to socialize medicine is in- 
tended only as the first step. Should me- 
dicine fall, public utilities would be next. 
Then would follow the banks, the bar, the 
press, general industry, and finally labor 
itself. American medicine must be kept free 

(Continued on Page 172) 
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Diagnosis And Treatment Of Minor Lesions 
Of The Female Urethra and Bladder* 


By EDGAR BuRNs, M. D., NEW ORLEANS 


The anatomy of the female urethra is im- 
portant from the standpoint of lesions to 
which it appears susceptible. Its relationship 
to the female generative organs renders it 
susceptible to inflammation and trauma, 
which constitute the etiologic factors for the 
majority of conditions seen clinically. The 
female urethra, unlike that of the male, has 
an entirely urinary function. It is a simple 
tube about four cm. in length consisting of 
approximately three equal parts. The prox- 
imal third extends from the internal urethral 
orifice to the proximal layer of the triangular 
ligament. The middle third corresponds to 
the membranous urethra in the male and lies 
between the two layers of the triangular 
ligament, whereas the vaginal portion com- 
prises the outer third. The distal portion of 
the urethra is lined with stratified squamous 
epithelium which gradually merges in the 
posterior third to the transitional cell type 
which lines the bladder. There are numerous 
submucosal glands located chiefly in the 
outer portion and diminishing in number 
towards the bladder. In addition to the sub- 
mucosal glands there are Skene’s ducts which 
open on each side immediately within the 
external urethal orifice. 

Minor lesions of the female urethra and 
bladder are more common sources of major 
discomfort than is generally recognized. They 
should be given primary consideration in all 
complaints referable. to the lower urinary 
tract. They may also be the source of vague 
discomfort in the lower part of the abdomen. 
The commonest urethral lesions are chronic 
inflammation of the urethral mucosa with 
or without inflammatory polyps at the neck 
of the bladder, caruncle at the external ur- 
ethral orifice and urethral prolapse. Urethral 
diverticula and organic stricture are less 
commonly encountered. 


Urethritis 

Chronic inflammation of the urethral 
mucosa is perhaps the commonest cause of 
recurrent bladder discomfort in women. 
Although first accurately described by Hun- 
ner (1) in 1911, its clinical importance was 
not fully recognized until twenty years later. 

Several etiologic factors play either a di- 
rect or indirect role in its production. The 
external urethral meatus, which is located in 
the vaginal vestibule, is constantly exposed 
to the normal secretions of the cervix and 


* Presented before the meeting of the Southwestern Medical 
Association in Albuquerque, New Mexico, 
* From the Departments of Urology, Ochsner Clinic and Tulane 


University School of Medicine, New Orleans. 


glands around the vaginal orifice containing 
a variety of bacteria. Trauma during inter- 
course is perhaps the commonest exciting 
cause. “Honeymoon” cystitis has its origin 
in traumatic urethritis. Many cases date 
from obstetrical. trauma. Other causes are 
careless vulvar hygiene and masturbation. 
Urethral discomfort not infrequently fol- 
lows application of radium to the cervix. 
By means of animal experimentation Wins- 
bury White (2) demonstrated a direct lym- 
phatic communication between the cervix 
and the posterior urethra and trigone, a fact 
which suggests the likelihood of chronic 
endocervicitis as a cause of urethritis and 
trigonitis. Symptoms often date from pre- 
operative and postoperative catheterization 
or other types of urethral instrumentation. 
It should be emphasized that in such cases a 
condition already present is stirred up by 
the instrumentation and that infection is not 
actually introduced. 


Pathologic Changes 

The pathologic changes that result from 
chronic urethritis are seen chiefly in the 
posterior third of the urethra, the neck of 
the bladder and the trigone. The urethral 
mucosa is red and granular, similar to that 
seen in any chronically inflammed mucosal 
surface. Inflammatory polyps are frequently 
seen around the internal sphincteric margin 
and may vary from fine tegs to long flow- 
ing fronds resembling vesical papilloma. In- 
flamatory cysts are often seen around the 
bladder neck and over the trigone. Known 
as trigonitis cysticus, it should not be con- 
sidered a separate clinical entity, since it is 
nothing more than the result of chronic in- 
flammation. A thin greyish membrane fre- 
quently covers the trigone and is referred to 
as membranous trigonitis. Long standing 
chronic inflammation at the neck of the 
bladder in women may produce contracture 
of the internal vesical orifice similar to that 
seen in the male. This in some cases may 
be of sufficient degree to produce secondary 
changes above the bladder neck and require 
surgical correction. This has often been re- 
ferred to as the female prostate. 

We have long been impressed by the variety 
of therapeutic measures directed to patients 
with chronic discomfort in the region of the 
bladder. In 1946 we examined the records of 
100 consecutive patients who had received a 
general physical examination and in whom 
the only diagnosis was chronic urethritis. 
The two outstanding complaints were pain 
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and bladder irritation. The pain was located 
in the suprapubic area, right and left lower 
abdominal quadrants, both lumbar areas, 
sacral region, labia and inner surfaces of the 
thighs. The symptoms referable to the blad- 
der, in order of frequency were frequency 
and burning, urgency, tenesmus, terminal 
hematuria, stress incontinence and strain- 
ing to urinate. Over two-thirds of these 
patients had been subjected to some form of 
lower abdominal operation. Analysis of this 
group revealed that in the majority of cases 
the operation was undoubtedly necessary, as 
evidenced by the findings at operation and 
the relief of pain. In others, however, the 
operation was apparently performed for the 
referred pain originating in the inflammed 
urethra, as indicated by the fact that symp- 
toms were not relieved until the urethritis 
was treated. 

The diagnosis of urethritis in women is 
not difficult to make. The urethra is ab- 
normally sensitive to instrumentation. On 
panendoscopic examination the mucosa at 
the neck of the bladder and most proximal 
end of the urethra will usually present an 
irregular, red, granular appearance. There 
may be inflammatory cysts or polyps, which 
are always a result of chronic inflamation. 
The trigone looks chronically inflammed. 
Dilated blood vessels coursing over its surf- 
ace accentuate the sharp lines of demarcation 
between the infected trigone and the normal 
surrounding mucosa of the bladder. In al- 
most all our cases the disease was limited to 
the posterior third of the urethra and trig- 
one. In a few cases dilated ducts from infect- 
ed submucosal glands were observed chiefly 
in the outer two-thirds of the urethra. 


Urine Examination 


Careful examination of the urine from 
both a chemical and microscopic standpoint 
constitutes a part of the routine studies. In 
95 per cent of our cases the results of urin- 
alyses were negative. The report of normal 
urine is probably the reason the symptoms 
are attributed to some other cause in so 
many of these cases. Complete study of the 
urinary tract should be done in all patients 
with infected urine and in those with a 
history of urinary infection in order to rule 
out disease of the upper urinary tract. The 
urine should be cultured in order to identify 
the specific organisms present and it is des- 
irable though not essential to test these or- 
ganisms for sensitivity to the presently used 
antibiotic agents. Renal function tests are 
done in all cases and roentgenograms of the 
urinary tract should be made in all patients 
with chronic symptoms referable to the 
urinary tract. In the group of 100 cases re- 
ferred to earlier the average interval bet- 
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ween the onset of symptoms and correct 
diagnosis was 3% years. Many incorrect 
diagnoses, such as acid urine, chronic disease 
of the lower abdominal organs and psycho- 
neurosis, had been made. Some of these 
patients had actually been referred for psy- 
chiatric treatment and some had received 
shock therapy. 


Easily Treated 

Chronic urethritis is easily treated and 
symptoms are often spectacularly relieved. 
Treatment consists of irrigation of the blad- 
der with a mild, nonirritating antiseptic so- 
lution, dilatation of the urethra with sounds 
and instillation of a weak solution of silver 
nitrate into the posterior urethra. Long in- 
flammatory polyps should be destroyed by 
fulguration with a high frequency current 
followed by the usual treatment for the or- 
dinary case without polyps. In the majority 
of these cases the bladder has become ac- 
customed to frequent urgent urination over 
a long period so that its capacity to hold a 
normal amount of urine is reduced. One of 
the chief reasons for irrigating the bladder 
as part of the treatment is to stretch it up 
to a normal capacity. Long standing inflam- 
mation of the urethra will result in varying 
amounts of scar tissue formation and for 
that reason dilation of the urethra with 
sounds constitutes an essential part of the 
treatment of urethritis. This is often noted 
by the improvement following dilatation in- 
cident to passage of the cystoscope during 
the initial examination. One should start 
with whatever size sound the urethra will 
comfortably accommodate, usually 24 to 26 
French. The size of the sound used should 
be increased with each treatment until the 
maximum that the urethra will tolerate is 
reached. The individual variation will be 
from 28 to 32 French. It should be re- 
membered that the object is to stretch the 
urethra and not tear it. If the external 
urethral orifice is congenitally narrow, me- 
atotomy may be done in order to facilitate 
adequate treatment. Silver nitrate is instilled 
into the posterior urethra as a part of the 
treatment for the same reason that a chron- 
ically inflammed throat is treated with va- 
rious antiseptic solutions. For the initial 
installation 2 cc. of a 0.5 per cent solution is 
used and with each treatment the strength 
is gradually increased to a maximum of 2 
per cent in those in whom it is well tolerated. 
The treatment herein outlined, if carefully 
administered, will give extremely satis- 
factory results. Treatment given once or 


twice a week over a period of six to eight 


weeks will completely relieve 90 per cent of 
patients with chronic urethritis. In 10 per 
cent of cases with intractable chronic gra- 
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nular urethritis the involved areas may be 
treated by direct application of a 10 per cent 
solution of silver nitrate through an en- 
doscope or light fulguration with a high 
frequency current. It should be remembered 
that the bladder neck is exercised six or 
eight times each twenty-four hours in the 
performance of its urinary function and is 
subjected to additional trauma during sexual 
intercourse; it therefore seems logical that 
it would be the seat of an occasional flare-up 
in the same manner that a patient may be 
expected to have an occasional sore throat. 
Of importance, however, is the fact that 
chronic urethritis in women, properly han- 
dled, does not become a difficult problem. 
The importance of eliminating all foci of 
infection, especially any which may exist in 
the cervix uteri, needs no emphasis. Ob- 
viously, this should be done regardless of 
whether or not the patient may have chronic 
urethritis. 


Cystitis 

Simple cystitis may be caused by any of 
the ordinary organisms that invade the ur- 
inary tract and may follow some type of 
urethral trauma, sexual or otherwise. It oc- 
curs ten times more often in women than 
it does in men. The onset is usually sudden 
and is characterized by frequency, burning, 
urgency, tenesmus and often terminal he- 
maturia with soreness and discomfort in the 
suprapubic area. The temperature is not 
elevated unless the kidneys are involved. The 
diagnosis is easy. The catheterized specimen 
of urine will show pus and organisms and 
cystoscopic examination will reveal acute 
generalized inflammation of the bladder 
mucosa with multiple hemorrhagic areas in 
many cases. It should be emphasized that 
only the catheterized specimen in females is 
reliable. 

A simple methylene blue stain will dif- 
ferentiate between coccal and bacillary in- 
fection and the gram stain will determine 
whether the organisms are gram-positive or 
gram-negative. Sensitivity tests may be done 
but are not essential to succesful manage- 
ment. Treatment is based upon these find- 
ings. Fortunately, most of the currently used 
urinary antiseptics are effective against both 
gram-positive and gram-negative organisms, 
both bacilli and cocci. 

The two most commonly used drugs at the 
present time are gantrisin and aureomycin. 
Gantrisin should perhaps be tried first, since 
it is effective in the majority of cases, has 
little or no untoward reactions and is less ex- 
pensive. The administration of aureomycin 
should perhaps not be continued for more 
than four days, since it may cause severe 
gastrointestinal symptoms and if the in- 
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fection has not responded to it in that period 
of time another drug should be used any- 
way. 

If the urine does not become sterile within 
a week or ten days, the condition is probably 
not one of simple cystitis but involvement of 
the upper urinary tract as well and a com- 
plete study should be done. Plain roentgen- 
ograms will rule out the possibility of stones 
and intravenous urograms will outline the 
entire collecting system. If these are not 
diagnostic, cystoscopy and retrograde pyelo- 
ureterograms should be done as soon as the 
acute stage has subsided. 

Interstitial cystitis is a condition which 
deserves separate consideration. It begins 
insidiously and is not associated with pus in 
the urine. It was first described by Hunner 
in 1914 and is often referred to as Hunner’s 
ulcer, panmural cystitis, interstitial cystitis, 
submucous fibrosis or elusive ulcer — elusive 
because it is frequently overlooked. Its exact 
cause is not known and it apparently has no 
relationship to any other disease. Urine 
cultures in the majority of cases yield ne- 
gative results. We have repeatedly removed 
section from involved areas for pathologic 
study and these have shown nothing but 
chronic inflammation. The condition is en- 
countered chiefly in women during the child 
bearing age. The symptoms are pain and 
urinary frequency. The pain is present when 
the bladder is full and relieved when it is 
empty. It is most intense in the suprapubic 
area but may be referred to the back, lower 
abdominal quadrant, thighs, urethra, labia 
or rectum. Some patients will complain of a 
fairly constant, dull, aching sensation chiefly 
in the suprapubic area. Because of this 
referred pain many patients have been sub- 
jected to various types of low abdominal 
surgical procedures. Obviously, these pa- 
tients become nervous because of the urgent 
necessity to urinate making it impossible for 
them to get a sufficient amount of rest. They 
are frequently considered psychoneurotic and 
referred for psychiatric therapy. 


Bladder Capacity 


One of the most important parts in the 
diagnosis of interstitial cystitis is to think 
of it as a possible cause of this train of 
symptoms. The bladder capacity will be 
found to be reduced often to not more than 
3 or 4 ounces. On cystoscopic examination 
ulcers will be found in the dome of the blad- 
der in a series of 3, 4 and 5 running like an 
arch toward the right and left lateral walls. 
If ulcers are not present, careful inspection 
of the dome of the bladder as it is distended 
will reveal areas of submucous fibrosis which 
will appear pale at first and then rupture 
giving rise to a trickle of blood from the 
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ruptured capillaries. If there is associated 
infection, generalized cystitis may over- 
shadow the typical lesions so that they are 
not recognizable during this period. If the 
symptoms are suggestive, however, the blad- 
der should be carefully examined again after 
the inflammation has subsided. Interstitial 
cystitis is probably not a predisposing factor 
in malignancy nor does it render the bladder 
immune to malignancy. 

In the differential diagnosis the two most 
important diseases are diabetes and tuber- 
culosis. Neither of these presents any par- 
ticular difficulty since appropriate studies 
will either confirm or deny their existence. 

From the standpoint of treatment a great 
many things have been tried. The various 
antibiotic agents are of no value unless there 
is an associated urinary tract infection. 
Vitamin E in large doses has been used 
because of its possible effect on scar tissue 
and more recently cortisone has been em- 
ployed. The former is apparently of no value 
and not enough patients have been treated 
over a long enough period to evaluate the 
latter. 


Local Treatment 


From the standpoint of local treatment 
two measures are indicated: 1) measures to 
increase the capacity of the bladder and 2) 
those designed to heal the ulcerated areas. 
The bladder is more effectively increased by 
distintion under anesthesia and more safely 
under cystoscopic vision. An effort should 
be made to distend the bladder up to maxi- 
mum capacity alone sitting although in many 
cases with extensive fibrosis this cannot be 
accomplished. At the end of the stretching 
the ulcerated areas may be lightly fulgurated 
with the high frequency current. This is done 
after the stretching rather than before be- 
cause fulguration may weaken the bladder 
at these points and thus predispose to rupture 
of the bladder, which is known to have oc- 
curred. Some of these patients can be suc- 
cessfully treated in the earlier stages of the 
disease in the office. Stretching is usually 
done about once a week until the maximum 
normal bladder capacity is reached. More 
frequent treatments will rarely be tolerated 
because the bladder is usually sore for sev- 
eral days after it is stretched. Cajandol ins- 
tilled into the bladder at the end of each 
treatment will considerably relieve the sor- 
eness. 

If we are correct in our interpretation of 
the pathologic process, we feel certain that 
segmental resection will be followed by dis- 
appointing results. Presacral neurectomy is 
also of no value. Irradiation is contraindicat- 
ed because of its tendency to increase the 
fibrosis as well as the bladder discomfort. 
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An occasional case will be encountered in 
which the entire musculature of the bladder 
has been replaced by scar tissue and the 
bladder capacity almost completely obliter- 
ated. In such a case the urinary stream 
should be diverted, preferably into the rec- 
tesigmoid. In the majority of cases pain is 
usually relieved after the urinary stream 
has been diverted so that removal of the 
bladder is not necessary. Whatever etiologic 
factor produces the scar tissue in the bladder 
wall, once it occurs it is permanent and these 
patients should never be considered cured. 
The majority, however, can be kept relatively 
comfortable if the bladder capacity can be 
maintained at relatively normal levels. 
Stretching should be done at whatever in- 
terval indicated in the individual case as an 
office procedure or under anesthesia. 


Urethral Carbuncle 


Caruncle is a most commonly encountered 
tumor of the female urethra and occurs in 
both married and unmarried women, chiefly 
those past 50 years of age. It is an entirely 
inflammatory lesion. We have subjected 
many of these tumors to pathologic section 
and have never found any showing other 
than chronic inflammatory reaction. They 
probably do not predispose to malignancy. 
On the other hand, every caruncle that is 
removed should be subjected to pathologic 
section, since carcinoma can develop in the 
same area. Its location is chiefly on the 
floor of the urethra just inside the external 
meatus. It is usually attached by a single 
base and protrudes through the external 
orifice as a raspberry like mass. The ma- 
jority are pedunculated and freely movable. 
The usual symptoms are pain, which is exag- 
gerated by motion and manipulation, and a 
blood stained urethral discharge. 

From the standpoint of treatment carun- 
cles fall roughly into two groups. The small 
asymptomatic ones may be left alone; the 
larger ones or those producing symptoms 
should be removed surgically. Adequate ex- 
posure to the base of the caruncle is es- 
sential. This may be obtained by retraction 
of the meatus or if necessary anterior meato- 
tomy may be performed. Once adequate ex- 
posure has been obtained, the base of the 
tumor may be seized with a fine point clamp, 
the excess cut away and reserved for patho- 
logic section and the clamp touched with the 
high frequency current. On the other hand, 
the cutting current from the electrosurgical 
unit may be used to loop off the mass after 
which the base is treated with a coagulating 
current. Whatever method employed the 
tumor must be completely destroyed if re- 
currence is to be prevented. 








Page 166 


Prolapse of the Urethra 


Prolapse of the urethra is said to occur 
in 60 per cent of cases under 15 years of age. 
Most of those seen by us, however, have been 
in women usually in or past the childbearing 
age. The predisposing cause is most likely a 
congenitally loose attachment of the urethral 
mucosa to its supporting structures. The ex- 
citing causes are usually those producing 
straining, such as inflammatory lesions of 
the bladder, urethra and rectum, labor or 
constipation. Some develop without any ap- 
parent reason. The prolapse may be com- 
plete or incomplete. Usually there is quite 
a large herniated mass surrounding the area 
of the external urethral orifice. Generally, 
constricted by the external urethral meatus, 
it rapidly becomes edematous and often gan- 
grenous. The clinical manifestations are a 
painful mass in the vulva, usually a bloody 
discharge, burning and frequently difficulty 
in urinating. The diagnosis is obvious upon 
separation of the vulva. 


Simple Treatment 


In the majority of cases of urethral pro- 
lapse, treatment is simple and satisfactory. 
The few cases produced by acute inflam- 
mation of the urethra or bladder may be 
satisfactorily treated by reduction of the 
herniated mass, held in place by a retention 
catheter for a few days during which time 
the acute inflammatory process may be 
cleared up. In most cases, however, circum- 
cision of the herniated area with approxim- 
ation of the cut margin by interrupted catgut 
sutures will be required. In an occasional 
case the herniation will involve the trigone 
as well as the urethra and the ureteric ori- 
fices may be pulled down to the internal 
sphincteric area or in some cases into the 
posterior urethra itself. For this reason 
careful panendoscopic study of the bladder 
and urethra should be done in all cases to be 
certain as to the location of the ureteric ori- 
fices before the external mass is excised. If 
the trigone is involved and the ureteric ori- 
fics are pulled out of position, the suprapubic 
approach must be utilized. The bladder neck 
is exposed and the sliding herniation reduced 
by upward traction and held in place by at- 
taching the bladder neck to the subpubital 
fascia and anterior abdominal wall. Fortu- 
nately, however, the case requiring this ap- 
proach will not frequently be encountered. 


Urethral Diverticulum 


Urethral diverticula develop along the 
floor of the urethra in the urethrovaginal 
septum. The majority of these cases 
probably have their origin in an abscess of 
the submucosal glands in this area. The 
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symptoms are variable and intermittent, and 
may be of longstanding. Frequency and 
dysuria are common. A painful fluctuating 
mass in the anterior vaginal wall may be 
large enough to be felt by the patient and 
produce discomfort on sitting or walking. 
The discharge of a quantity of cloudy urine 
or pus at the end of urination is common. 
This accounts for the fact that the voided 
urine in these cases is purulent while the 
catheterized urine may be sterile or only 
slightly infected. This finding should im- 
mediately lead one to suspect the presence 
of a pocket communicating with the urethra 
and discharging its contents into the canal 
during the act of urination. Palpation of the 
floor of the urethra will empty the contents 
of the sac which will appear.at the meatus 
if the pocket is distal to the external sphinc- 
ter. Stone formation is a common complica- 
tion. Epithelioma is a possible occurrence 
but has not been seen in any of the cases 
coming under our care. The diagnosis is 
based upon the history, physical examination 
and panendoscopic study of the urethra, 
which will reveal the diverticular opening. 
Plain roentgenograms should be made to rule 
out stones and a urethrogram to visualize 
the pocket. Some of these pockets are quite 
large and occasionally one will dissect around 
almost the entire circumference of the 
urethra. 

The treatment of urethral diverticula is 
surgical; the entire sac is dissected out and 
the urethra closed in layers. A retention 
catheter is left in place for a week to ten 
days. Diversion of the urinary stream 
through suprapubic cystostomy is not neces- 
sary. 


Summary 


The anatomic relationship of the female 
urethra to the female generative organs 
renders it susceptible to inflammation and 
trauma, which represent the essential etio- 
logic factors for most urethral diseases. 
Among the more common minor lesions af- 
fecting the female urethra and bladder are 
chronic urethritis, simple cystitis, interstitial 
cystitis, urethral caruncles, urethral prolapse 
and urethral diverticula. These conditions 
cause more discomfort to women than is 
generally appreciated. For this reason, they 
should be considered in the differential diag- 
nosis of all complaints referable to the lower 
urinary tract. Prompt treatment in most 
cases will yield satisfactory results. 
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The Use of Metallic Sutures* 


By GERALD A. SLUSSER, M. D., ARTESIA, N. M. 


The use of metallic sutures is not new, 
gold wire being used as early as 1628. Lead, 
Aron and silver sutures have also been used 
since early in the 19th century. Babcock (7) 
to whom we owe much and his co-workers 
(8, 9, 12) have made exhaustive studies on 
the use of metallic sutures, particularly in 
the use of 18-8 allegheny steel. 

The following review of 439 cases over 
the past four years is certainly not to be 
compared with the 20,000 cases in which 
stainless steel wire has been used at Temple 
University Hospital but rather to re-affirm 
its particular advantages and to present 
further statistical evidence for the more 
universal acceptance of this versatile suture 
material. 

In this series there is a total of 439 cases 
which can be divided as follows: 


ABDOMINAL 
Appendectomies ----------------- 99 
Cholecystectomies 
(3 cholecystogastrotomies- ------ 31 
Gastrectomies ------------------ 7 
Perforated gastric ulcers--------- 6 
Intestinal resections-------------- 3 
Volwulus -----------~----------- 2 
Laporotomies ------------------- 60 
Hernia ------------------------ 56 
Sub total 263 
G. U. OB & Gyn 
Caesarian Section --------------- 25 , 
Hysterectomies ----------------- 60 
Uterine Suspension--------------- 20 
Prostatectomy ------------------ 11 
Nephropexy -------------------- 5 
Vaicocoele ------------ ssnneweus 3 
Vesico-vaginal fistula------------- 1 
Ureterotomy ------------------- 2 
Cystectomy -------------------- 1 
Nephrectomy ------------------- 4 
Sub total 132 
OTHERS 
Thorocoplasty ------------------ 2 
Arthrotomy --------------------> 2 
Open reduction of fracture-------- 15 
Thyroidectomy ------------------ 16 
Radical Mastectomy-------------- 3 
Miscellaneous ------------------ 6 Sub total 44 


TOTAL 439 


In this series there has been only one 
wound evisceration which occurred in a 
seven month old infant weighing only seven 
pounds. There was no evidence of wound 
healing at all and subsequent resuturing with 
figure of eight Surgaloy sutures resulted in 
adequate closure. 


Hernia Case 


In an incisional hernia which resulted 
following closure with Tantalum sutures, 


repair of the hernia revealed that there was 


* Presented at meeting of the New Mexico Chapter of The 
Southwestern Surgical Congress, 


no defect in the scar but that the fascia had 
thinned out to such an extent that it could 
no longer contain the viscera. Repair was 
accomplished with Tantalum gauze with no 
recurrence to date. 

There have been perhaps three wound 
infections in the series and in all of these 
the fascial closure remained intact. 

Wound dehiscence has been given as two 
per cent (18) by various authors. In our 
series if one includes only the first two 
groups of cases in Table I the incidence of 
wound separation is only 0.25 per cent or 
less than 0.6 per cent if one includes the in 
cisional hernia. This is comparable to results 
quoted by Nichols (18) and others. It is 
perhaps more significant because of the fact 
that a considerable number of cases, in none 
of which was there a wound separation, were 
not included in this series: for various 
reasons. 

Babcock and his associates have used 
stainless steel wire in many different types 
of cases. In over 2,000 cases in which wire 
was used exclusively there was only one se- 
paration which occurred in an emaciated old 
man with advanced malignancy. 

Advantages of wire sutures are: 


1. Marked reduction of wound infections 
and dehiscence. 

More rapid healing with earlier am- 
bulation and less tenderness. 
Elimination of “stitch abscesses.” 
Improved cosmetic result. 

Increased safety with infected or po- 
tentially contaminated wounds. 
Stronger wounds. 

Disadvantages are: 

1. Slower operating time. 

2. Occasional post operative discomfort. 
3. Possible carcinogenises. 


me fe 
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Discussion 


Abdominal wounds were closed in these 
cases with chronic catgut in the peritoneum 
and the fascia with interrupted “small bite” 
figure of eight sutures of 3-0 multifilament 
Surgaloy or Tantalum. Plain O or OO cat- 
gut was used in the superficial fascia and a 
continuous end-on mattress suture of 5-0 
multifilament Surgaloy. Of late 4-0 Surgaloy 
has become available and is a better size to 
use in the skin. 

Stitch abscesses are unknown and there 
is a remarkable freedom of “cross-hatching”’ 
in the skin if the sutures are not drawn too 
tightly. 

Both braided Tantalum and twisted mul- 
tifilament Surgaloy have been used in this 
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series. The cost of monofilament stainless 
steel wire was (1947) about 25c per 100 ft. 
as compared to $8.54 for Tantalum. It is 
also about 35 per cent stronger, having a 
tensile strength of 6 to 614 Ibs. for both mono 
and multifilament as compared to three lbs. 
for monofilament for four lbs. for multi- 
filament Tantalum in the same size. The 
strongest suture line is obtained by inter- 
rupted small bite sutures loosely tied (12). 

Of particular use in difficult closures of 
contaminated abdominal wounds is the large 
interrupted figure of eight sutures encom- 
passing the entire thickness of the abdominal 
wall. The sutures are placed through the 
fascia and peritoneum—crossed and brought 
out through the skin. Hemostats are applied 
to each end of the sutures and all are drawn 
up at once and tied individually. Many dif- 
ficult closures are thus rendered compara- 
tively easy. 

Hernias 

Hernias are generally repaired by a mo- 
dified Halstead or Bassini technique using 
3-0 Surgaloy in the reconstruction and 5-0 
Surgaloy in the skin. If the defect is large 
or the supporting structures weak especially 
in ventral hernias 100 mesh Tantalum or 
Surgaloy screen is incorporated in the repair. 
The Tantalum screen is less malleable than 
Surgaloy and will often fracture from 
“metal fatigue” but this does not seem to 
affect the strength of the repair or cause 
discomfort. In the 56 cases repaired by one 
or the other of these methods there have 
been no recurrences. Laborers are generally 
able to return to work in three or four weeks. 

Tendon repairs are probably best repair- 
ed b:- Bunnells “pull-out wire suture” al- 
though we have repaired many using a very 
fine Tantalum or Surgaloy suture in the 
tendon with entirely satisfactory results. 

Metallic sutures have been discontinued 
in peri-neorraphies because of the occasional 
discomfort although it can be used 
successfully if care is used not to place the 
suture too close to the vaginal mucosa. 

In thoracic surgery Belsey (1) has shown 
that there is a decrease in the incidence of 
fistulae following closure of the bronchus 
with stainless steel rather than silk. 

In plastic surgery and the repair of facial 
wounds the use of fine stainless steel sutures 
gives definitely superior cosmetic results 
with more rapid healing. 

In orthopedic surgery sutures may be left 
under casts for considerable periods of time 
without tissue reaction or rejection of su- 
tures. 

In gastro-intestinal surgery fine stainless 
steel sutures have been used with apparently 
improved healing and fewer complications. 
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While the ideal suture material has not 
yet been devised, i. e., one that would com- 
pletely dissolve at an appropriate time in- 
terval without loss of strength or tissue 
reaction in the interim, 18-8 allegheny 
stainless steel and Tantalum do have certain 
advantages over older suture materials that 
warrant re-evaluation of certain commonly 
accepted surgical suture materials. I do not 
believe that sufficient emphasis has been 
placed on the part tissue reaction plays in 
wound strength and healing in spite of the 
amount of study that has been done. 

In non-infected tissues there is still a 
certain amount of tissue resentment to all 
but metallic sutures. In infected wounds tis- 
sues in general “ignore stainless steel. resent 
catgut and reject silk or cotton (1)”. 


Summary 


We have reviewed 439 cases in which 
metallic sutures have been used and in which 
the incidence of wound separation is less 
than 1 per cent. 

The advantages of metallic sutures are. 
1. Reduction of wound infections and se- 

parations. 

More rapid healing with stronger 

wounds. 

3. Elimination of stitch abscesses. 

4. Improved cosmetic results. 

5. Better healing of infected or contamin- 
ated wounds. 


The disadvantages are minimal. The uses 
of metallic stutures in various fields have 
been outlined and finally a plea has been 
made for more widespread use. 

Grateful acknowledgement is made to 
Dr. R. E. Watts of Silver City, New Mexico, 
for many of the cases in this paper which 
were operated by both of us. 
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Monthly Clinical Pathological Conference of the 
El Paso General Hospital 


FREDERICK P. BORNSTEIN, M. D., EDITOR 
CASE No. A-198 
PRESENTATION OF CASE BY KENNETH DEETS, M. D. 


This was the first E] Paso General Hos- 
pital admission for this 40-year-old white 
female who had a right radical mastectomy 
in another city two years ago for “cancer of 
the breast.” (Admission date to this hospital 
11-13-53). The operation was followed by 
irradiation, both to the operative site and 
over the abdomen—apparently castration. 
She made an uneventful recovery and was 
apparently well until five months prior to 
admission when she noticed the onset of 
frequent frontal headaches, which were 
constant and non-radiating. These headaches 
disappeared spontaneously after about one 
month, and she was again asymptomatic 
until three months ago, when she began 
having a different type headache. This time 
the pain was throbbing in character and she 
hurt in the occipital region and in the back 
of the neck, and often in the muscles of her 
shoulders. Aspirin afforded practically no 
relief and in the hospital even morphine and 
demerol did not completely relieve the pain. 
This pain persisted more or less constantly, 
and increased in severity up until her ad- 
mission. During the three months prior to 
admission she also had episodes of dizzy 
spells (not true vertigo,) accompanied by 
vomiting, blurring of vision and tinnitus. 
There was no history of weight loss, respir- 
atory distress, or cough. She had had noct- 
uria one-two times a night for four months 
prior to admission, but had had no urgency, 
frequency, hematuria, dysuria, or pyuria. 
She had not menstruated since her irrad- 
iation. Rest of systemic review was negative. 
The patient was seen by a local medical doc- 
tor three weeks prior to admission, and was 
normotensive at that time. 


Physical Examination 


Physical examination revealed a well 
nourished and developed white female, who 
did not appear chronically ill, but who was 
quite obviously in considerable pain. Blood 
pressure: 170/120; Pulse 84; Respiration 20. 
Skin: The mastectomy scar was well healed, 
and there was no evidence of local recur- 
rence. Eyes: prominent eyes, but not defin- 
itely exophthalmic. Pupils reacted to light 
and accommodation; there was one fresh 
hemorrhage in each eye ground with slight 
A-V nicking. Both discs were slightly blur- 
red, more so on the right. ENT: negative. 
Neck: slightly stiff, with some tenderness in 
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upper nape of neck, and across lower oc- 
cipital region. Head held in flexed attitude, 
and neck movements restricted. 
Lymphnodes: no significant lymphade- 
nopathy. Heart: apex beat in sixth inter- 
costal space at the midclavicular line. 
Rhythm regular. No murmurs. Breast: right 
breast absent. No abnormal masses in left 
breast. Lungs: clear to percussion and aus- 
cultation. Abdomen: small umbilical hernia. 
Liver down two fingerbreadths at the mid- 
clavicular line. The edge was smooth and 
tender, and not nodular. Genitalia: essent- 
ially negative except for a profuse discharge 
with a foul odor. Rectal: negative. Neurol- 
ogical: cranial nerves grossly intact. DTR’s 
slightly hyperactive, but equal bilaterally. 
Superficial reflexes intact. No pathological 
reflexes. Good bilateral motor strength. 


Laboratory 

Laboratory work: CBC: R.B.C: 5.15 
million; W.B.C.: 12,350; Hb: 16.7. Differ- 
ential: 1 Baso, 1 Stab., 64 segs., 55 lymphs. 
9 monos. Urinalysis (Cath.)—Sp. Gr: 1.009; 
Alb. negative; Sugar: trace; W. B. C.: 
1-2/HPF: RBC: 3-4/HPF. Lumbar punct- 
ure: (Done 11-14-53): Pressure 180 mm; 
Clear fluid; 7 WBC’s, all lymphs; Prot: 71 
mgs. per 100 cc; Sugar: 69 mgs. per 100 cc; 
Cl 610 mgs. per 100 cc. B. U.N: 15 mgs. 
per 100 cc. 

Sed. rate (corrected) : 28 MM/hour. He- 
matocrit: 42 per cent; urine conc. test: Pt. 
concentrated to 1.016; PSP: 49 per cent ex- 
cretion in 2 hours. Kahn: negative. 

Electrocardiogram: Low voltage EKG 
with minor St. changes, but nothing of hy- 
pertensive cardiovascular disease. 

X-Rays (Vincent M. Ravel, M.D.) : Chest: 
negative for evidence of metastasis. Skull: 
changes in the sella consistent with increased 
intracranial pressure. Pneumoencephalo- 
gram: incomplete filling of ventricular 
system suggestive of a posterior fossa lesion, 
midline. 

Course in Hospital 


The patient was started in Raudaxine 
and Apriscoline, and the blood pressure came 
down to between 130/80 and 150/80, but 
the severe occipital headaches persisted. She 
was seen on 11-23-53 by the neurosurgeon, 
who recommended pneumocephalogram. This 
was done on the morning of the 24th. At 
this time the spinal pressure was 100 mm. 
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and the protein was 92 mgs. per 100 cc. 45 cc. 
of fluid was removed. At 7:15 P.M. the 
intern on duty was called to see the patient 
because of very severe headache. At that 
time the blood pressure was 240/120 and 
pulse and respiration were not abnormal. 
Five minutes later, the patient sat up in 
bed, again complaining of headache, and 
quit breathing. When the intern arrived, a 
very weak pulse was still present, but this 
vanished almost immediately. Patient ex- 
pired on the eleventh hospital day. 


Differential Diagnosis 
J. Edward Stern, M.D. 

It is hoped that these remarks will not 
be misconstrued. There are instances in 
which it is relatively easy to reconstruct a 
situation after the event and to arrive at a 
satisfactory retrospective diagnosis, but in 
which the evolution of the problem is very 
confusing. Particularly is this likely to be 
true if, in a case like the present one, it is 
suspected that essential arterial hyperten- 
sion is undergoing malignant arterionecro- 
sis. Parenthetically, it should be mentioned 
that another medical condition, polycythemia 
vera, can produce signs closely assimilating 
brain tumor with focal lesion and with pa- 
pilledema. 

The frontal headache in the present case 
may be nondescript or related to an early 
increase of pressure in the ventricular sys- 
tem as the result of beginning obstruction 
in the fourth ventricle. The occipital head- 
ache in the present case seems referable to 
a lesion of the posterior cranial fossa. 

The fourth ventricle may be compromised 
by any space-occupying lesion in the pos- 
terior cranial fossa such as primary neo- 
plasm. Examples include: Medulloblastoma 
vermis, which seeds the subarachnoid spa- 
ces, producing implants and a pleocytosis; 
astrocytoma, sometimes cystic, of a cerebel- 
lar hemisphere; papilloma or carcinoma of 
the choroid plexus; cerebellopontine angle 
tumor; a spongioblastoma unipolare of the 
pons, sometimes referred to under the de- 
ceptively benign name of hypertrophy of the 
pons; a metastatic neoplasm; a tuberculoma; 
infestations like cysticercosis; obscure dis- 
orders like serous meningitis (serous cyst) 
of the posterior cranial fossa. 


The syndrome of the fourth ventricle in- 
cludes choked discs, often early and fre- 
quent; rigidity of neck and fixed position of 
the head (perhaps to promote circulation of 
the cerebral spinal fluid, perhaps to relieve 
intense pain) vertigo and vomiting, espe- 
cially on changing of position of the head, 
Brun’s sign; and absence of localizing signs. 
Other syndromes of the posterior cranial 
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fossa have neighborhood signs referable to 
the vermis and cerebellar hemispheres, the 
pons and medulla; cranial nerves V through 
XII, the pyramids and sensory tracts; and 
autonomic tracts resulting in such syndromes 
as vomiting, changes in pulse rate and blood 
pressure, glycosuria, and Bernard-Horner 
syndrome. 

Progressive increase of arterial blood 
pressure goes with progressive increase of 
intracranial pressure. Diastolic blood pres- 
sure must exceed the intracranial pressure 
if cerebral circulation is to continue. The 
regulation of these relationships depend upon 
blood carbon dioxide levels, the carotid sinus 
nerves and the aortic nerves. 

In recording the pressure of the cerebral 
spinal fluid, position of the patient should 
always be mentioned. In a recumbent pos- 
ition the upper limit of the initial pressure 
is at approximately 150 mm. of fluid. In a 
sitting position the upper limit is in the 
range of 250 mm. of fluid or a level not ex- 
ceeding that of the lateral ventricle. Since 
the entire spinal subarachnoid system con- 
tains only 30 or 40 cc. of fluid, a severe drop 
in pressure after draining should seriously 
arouse a suspicion of a block. The value of 
the Queckenstedt test in the diagnosis of 
spinal block should not be overlooked. 

Herniation of the cerebellar tonsils causes 
sudden compression of the brain stem and 
its vital centers. This produces an acute 
pathologic picture which in some ways re- 
sembles the chronic picture of the Arnold- 
Chiari malformation. Herniation of the tem- 
poral unci through the tentorium, a tentorial 
pressure cone, also results in compression 
of the brain stem. Nowadays surgical search 
for a single large metastasis is considered 
good practice. If unsuccessful, little or noth- 
ing has been lost. If successful, a good deal 
may be gained. 

It seems very unlikely that the present- 
ing picture is that of a vascular lesion at the 
posterior cranial fossa. Much more likely 
is the presence of a space taking lesion. Of 
the various space taking lesions already 
mentioned, for statistical reasons only, one 
must favor a metastasis to the posterior 
cranial fossa from a previous cancer of the 
breast. 

Clinical Diagnosis 

Metastatic carcinoma of the brain. 


Dr. J. Edward Stern’s Diagnosis 

1. Metastasis to the region of the fourth 
ventricle with or without hemorrhage 
or edema into it. 

tonsils 

through the foramen magnun. 


Compression of the medulla. 
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Anatomical Diagnosis 


1. Carcinoma of the breast, right (sur- 
gically removed) 


2. Metastatic carcinoma of cerebellum. 
3. Cerebral edema. 


Pathological Discussion 
Frederick P. Bornstein, M. D. 


On autopsy we found the body of an eld- 
erly Mexican woman measuring 165 cm. in 
length and weighing 65 kgm. The right 
breast was absent and there was a typical 
radical mastectomy scar. The examination 
of the organs of the chest and abdomen was 
essentially negative and no evidence of 
tumor metastasis was found. The brain was 
removed in the usual manner. The brain 
was extremely edematous and the gyri of the 
hemispheres were flattened out completely. 
The cerebellum was removed with some dif- 
ficulty. The right hemisphere of the ce- 
rebellum was especially edematous and part 
of the anterior and posterior quadrangular 
lobe showed replacement of cerebellar tissue 
by yellowish gray tumor tissue and an area 
measuring approximately 3 x 3x 4cm. On 
microscopic examination an adenocarcinoma 
was found of a type compatible with a pri- 
mary lesion in the breast. 
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These anatomical findings correlate well 
with the clinical findings as discussed by 
Dr. Stern. It is possible that the encephal- 
ogram with the accompanying block of spinal 
fluid precipitated the terminal episode. 


It is interesting to note that this re- 
presents the only metastasis found. Of au- 
topsies of forty-five carcinomas of the breast 
examined by Willis brain metastases were 
found in seven cases. Usually metastases are 
multiple and found in other organs too. 
However, cases of single metastasis to the 
brain from carcinoma of the breast have 
been reported in literature. 


Considerating the respective size of ce- 
rebrum and cerebellum, it is not surprising 
that most metastases, statistically speaking, 
are found in the large hemisphere. It is also 
interesting to note that of the tumors which 
produce metastases in the brain the most 
frequent ones are breast, lung and kidney in 
the order enumerated. 


In summary this represents the history 
of a woman who developed symptoms of a 
space occupying lesion in the posterior fossa 
two years after a radical mastectomy for 
carcinoma of the breast. The lesion found 
in the cerebellum represents the only me- 
tastasis present at the time of death. 


@ Morgan 

... Cathartics are too frequently 
resorted to, with the result that 
habitual constipation is established. 


@ U. S. Dispensatory 
Bile.has a mild laxative action... 


@ Lichtman 
Bile may be considered a 
physiologic laxative. 


* Morgan, W.G.: Tice Practice of Medicine, 
W.F. Prior Co., Vol. 7, 1944, p.670. 

© U.S. Dispensatory, 24th ed.: 807(1947). 

* Lichtman, $.S.: Diseases of the Liver, 
Gallbladder and Bile Ducts, ed. 2, 

Phila., Lea & Febiger, 1949, p.963. 
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The Window Operation in Sterility 


(With Report of a Successful Case) 


By Bucky LEE BuRDITT, 


Mrs. G. A. J., nulliparous Anglo-American, 
age 28, came to me January 10, 1949, stating 
that she had been married since 1945 and had 
been unable to become pregnant. The Rubin 
test was negative for the passage of air 
through the fallopian tubes, even though the 
carbon dioxide pressure in millimeters of 
mercury was finally put as high as two- 
hundred. Neoiopax 10 cc. injected under 
carbon dioxide pressure through a cervical 
cannula resulted in right lower abdominal 
quadrant pain over the area of the right 
tube. Anteroposterior x-rays taken at this 
time revealed both tubes to be ballooned out 
and no dye in the pelvis outside the tubal 
areas. Complete blood count, urinalysis and 
BMR were normal. The patient was blood 
type 4-0, Rh negative, and physically she 
was in good health. There was no history of 
pneumonia, prolonged fevers, peritonitis, or 
salpingitis. Her husband had a normal sperm 
count and the spermatozoa were normal in 
appearance and normally motile. The pa- 
tient was sent to Dr. Asa Newsom in Dallas, 
who performed confirmatory studies on the 
patient and she was pronounced definitely 
sterile by his clinic. 

Pelvic Laparotomy 
On February 4, 1949, a pelvic laparotomy 
yas done under spinal anesthesia. The uterus 

was found to be normal in size, position and 
appearance; both tubes were enlarged, their 
distal two-thirds to a diameter of 1% inches 
at the fimbriated ends. The ovaries were 
bound down with adhesions to the fimbriated 
ends of the tubes, as is commonly seen in 
chronic pelvic inflammatory disease. A one 
inch circular window flap was cut in each 
tube and the flaps sewed to the ovary. An 
attempt was made to inject saline through 
a cannula into the tubes, to see if it would 
pass into the uterus, but it would not pass on 
either side. The assumption was that the 
operation would be a failure, and an appen- 
dectomy was performed and the celiotomy 
incision closed. The post-operative course 
was smooth and the patient was sent home 
on the seventh day following surgery. She 
was told that it was probable that she would 
never become pregnant but that she should 
keep on having hopes that possibly the tubes 
would finally open. 

The patient was seen twice in 1951 with 
bilateral inflammation of the tubes and mo- 
derate vaginal discharge. She was treated 
for 7 days each time with aureomycin, 250 
mgms. q.i.d.. This may in my mind have 


M. D., DEL RIo, TEXAS 


cleared the P. I. D. up enough to have opened 
one of the fallopian tubes. 


On Nov. 20, 1951, she came to me, three 
months pregnant. Her last menses was Oc- 
tober 3, 1951, and calculated due date was 
July 9, 1952. On July 14, 1952, the patient 
was delivered of a nine pound boy in good 
health and normal in all respects. The mother 
had a normal antepartum, intrapartum and 
postpartum course. Delivery was with saddle 
block anesthesia and outlet forceps. No pre- 
medication was given during labor for fear 
of producing fetal anoxia. * 


Summary 

An interesting problem is presented, that 
of a case of pelvic inflammatory disease of 
unknown origin, resulting in sterility. A 
window operation on both tubes was per- 
formed as a hope, but this hope was gone 
when no saline passed through the tubes at 
the operating table. Subsequently tubal in- 
flammation recurred twice in four months 
beginning two years after surgery. This was 
treated with aureomycin and the patient 
became pregnant approximately thirty-one 
months after the initial surgical procedure. 


Discussion and Conclusions 

This interesting case is presented because 
I believe it is the fourth reported succssful 
case of its type in the literature. I do not 
believe that the window operation would 
have been a success had not the patient been 
given aureomycin for recurrent pelvic in- 
flammation a little over two years after the 
definitive surgery. 





Why the Private Practice... 
(Continued from Page 161) 


of political control. American health must 
stay in the hands of a free American people. 


il . 
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Texas Medical Technologists to Meet in El Paso April 22-24 


The twenty-second annual convention of 
the Texas Society of Medical Technologists 
will be held in El Paso, Texas, April 22 to 
24, with headquarters in the Hotel Cortez. 
Subjects and the speakers are as follows: 


“Medical Photography in a Small Hospi- 
tal,” Frederick Bornstein, M.D., Pathologist, 
El Paso General Hospiial and Providence 
Memorial Hospital of E] Paso. “A Modified 
Paper Disc Technique for Bacterial Sensit- 
ivity Testing with Antibiotic Combinations,” 
Miss Bobbie Cook, Medical Technologist, 
— Society of Clinical Pathologists, 

allas. 


“Public Relations, Good and Bad,” Mr. 
Chris P. Fox, Vice-President, State National 
Bank, El Paso, Texas. “The Cytologic Diag- 
nosis of Cancer,” John B. Frerichs, M. D., 
Pathologist, Veterans Administration Hospi- 
tal, San Francisco. “Serological Tests for 
Diseases Other Than Syphilis,’ Ruth Guy, 
Ph. D., Assistant Clinical Professor of Bac- 
teriology, Southwestern Medical School, Dal- 
las, Texas. 


“Chemical and Clinical Aspects of the 
Protein Bound Iodine Determination,” Jesse 
A. Hancock, Ph. D., Department of Chem- 
istry, Texas Western College, El] Paso, and 
Jack Postlewaite, M. D., El Paso. “Recent 
Advances in Bacteriolcgy’’ (Report from 
the Sixth International Microbiological Con- 
gress held in Rome, Italy, September 6, 
1953.) “Problems in Tropical Diseases— 
New Guinea, Philippines — From a Labor- 
atory Viewpoint,” Dwight M. Kuhns, Colonel, 
M. C., Office of the Chief, Pathology and 
Allied Sciences Consultant, Washington, D.C. 


“Hematological and Other Laboratory 
Findings in Collagen Disease with Special 
Refetence to Lupus Erythematosus and L. E. 
Phenomena,” O. O. Williams, M. D., Pathol- 
ogist, St. Joseph’s Hospital, Phoenix. “The 
Curriculum of Schools of Medical Technol- 
ogy,” panel discussion ccmposed of Dr. Wil- 
liams, Dr. Guy, and Jean Stubbins, Medical 
Technologist, American Society of Clinical 
Pathologists, Galveston. 
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Southwestern Physicians’ Directory 











JOSEPH BANK, M. D. 


Diplomate of American Board of Internal Medicine 
And American Board of Gastroenterology 


GASTROENTEROLOGY, GASTROSCOPY 


800 North First Ave. ALpine 4-7245 Phoenix, Arizona 


CLEMENT C. BOEHLER, M. D., F. A. C. S. 


DIPLOMATE AMERICAN BOARD OBSTETRICS AND GYNECOLOGY 


H. W. DEMAREST, M. D. 


PRACTICE LIMITED TO OBSTETRICS AND GYNECOLOGY 


Suite 8A El Paso Medical Center 1501 Arizona Street 
Phone 2-6591 El Paso, Texas 





H. A. BARNES, M.D., M. Sc. 
GENERAL SURGERY 


23 E. Fine Ave. 752 Flagstaff, Arizona 


THIS SPACE 
FOR SALE 





FRANK O. BARRETT 
ANESTHESIOLOGY ASSOCIATES 


FRANK 0. BARRETT, M. D. 

MERLE D. THOMAS, M. D 
(Diplomates American Board of Anesthesiology) 
ALFRED SORENSON, M. DO 
ANESTHESIOLOGY 


612 Mills Bldg 3-8431 El Paso, Texas 





OTTO L. BENDHEIM, M. D. 


DIPLOMATE AMERICAN BOARD OF PSYCHIATRY & NEUROLOGY 


1515 N. Ninth St. ALpine 8-2607 Phoenix, Ariz. 





RAYMOND J. BENNETT, M. D. 


Diplomate of the American Board of Neurology and Psychiatry 


PRACTICE LIMITED TO NEUROPSYCHIATRY 


Suite 7A El Paso Medical Center 
Phone 2-1177 


1501 Arizona Street 
El Paso, Texas 





JACK A. BERNARD, M. D. 


Diplomate American Board of Internal Medicine 


INTERNAL MEDICINE 
CARDIOVASCULAR DISEASES 


Suite 3C El Paso Medical Center 
Phone 3-8151 


1501 Arizona Street 
El Paso, Texas 





LOUIS W. BRECK, B. S., M. D., F. I. C. S. 


W. COMPERE BASOM, M. D., 
mo Ge, F. 1.0. & 


MORTON H. LEONARD, B. S., M. D., 
ft * 


(Diplomates of the American Board of Orthopaedic Surgery) 


PRACTICE LIMITED TO ORTHOPAEDIC SURGERY 


520 Montana Street 3-1673 


El Paso, Texas 











B. L. BURDITT, M. D., A. I. C. S. 
GENERAL SURGERY 


NIGHTINGALE MEMORIAL HOSPITAL 


901 Griner Street Del Rio, Texas 





BASIL K. BYRNE, M. D. 
PEDIATRICS 


1501 Arizona Street 
El Paso, Texas 


Suite 4A El Paso Medical Center 
Phone 3-8487 


DAVID M. CAMERON, M. D., F. A. C. S. 


(Certified by The American Board of Orthopedic Surgery) 


A. E. LUCKETT, M. D. 


(Certified by The American Board of Orthopedic Surgery) 
ORTHOPEDIC SURGERY 


Suite 5A El Paso Medical Center 
Phone 3-3421 


ROBERT J. CARDWELL, M. D.. 


(Diplomate American Board of Obstetrics and Gynecology) 





1501 Arizona Street 
El Paso, Texas 





WARD EVANS, M. D. 


(Diplomate American Board of Surgery) 


414 Banner Building 3-7587 El Paso, Texas 





CASA GRANDE CLINIC 
H. B. LEHMBERG, M. D. J. T. O'NEIL, M. D. 
R. Z. COLLINGS, JR., M. D. 
GENERAL PRACTICE 


113 W. Second St. Phones 4495 - 4496 Casa Grande, Ariz. 





ROBERT N. CAYLOR, M. D. 


Practice Limited to Ophthalmology 


207 Medical Arts Bidg. 
415 East Yandell Blvd. 3-5897 El Paso, Texas 
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